cond 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a9 182 
9189 CERTIFICATE OF DEATH ee ae 


< = 
s ' 1. He ssias DEATH ss a OY (Where deceased lived. IF institutio sidence before odmission) 
& 3 hae PRO LK Marvianp | ° cee is 
£ 8 b. CITY OR TOWN it outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY = TOWN (IF ae comporole limits, write RURAL ond give neorae town) 
8 nA R Lond give neorest town) eS FP S$ 
ie */ P7 STUN STE J 
~~ sg d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS. ‘|e. tS RESIDENCE 
* ‘OR INSTITUTION | fi ON A FARM? 
Bs ot ed St AL Pid eas 
° 
% 
o> 
oS 
2 


3. Eisele E 4 hy Middle Lost 4. oe oS Month 3 
< =)c -~ 
ype or prin ff J=) E Ay lS ATS - | pean «= 2 
; 6. COLOR OR RACE | 7. MARRIED [MY NEVER MARRIED [-] |B. DATE OF BIRTH 


(ear 
i G 
9 KGE fin yeors [IEONDER I YEAR]IF UNDER 24 HIS. 

S a rthday) [Months | Oo: Hi Min. 

winoweoE] —_—ooiworcéo ] |°S 7 «| O | gg q ; si ys | Hours | Min 


10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign Le 12. CITIZEN OF WHAT COUNTRY? 
luring most of working life, oven if retired) 


/ Mh ex f} 
re FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
OWA eaves A {ec A j 


thin 72 hours after death. 
Lee 


18. CAUSE OF DEATH [Enter only ane couse per line for (a) (b). ond ( INTERVAL BETWEEN 


A ‘WAS DECEASED EVER. Pb U. S. ARMED ray 16, SOCIAL SECURITY NO. | 17. INFORMANT Addrgss 7 7 Hae QT. 
(Ys, no..er unkaewn) {It yea, give wor or dates of rervice) ‘3 q Wi 
tL) he Z2o-[Pes7p JE ‘BARB isi ZEE Mp 


Then please remove carbon popers. 


i; The law requires thot the death certificate be executed within 24 ho: 


ECTOR: After this certificote has been signed by the attending physician and completely filled in by the funeral director. 


ee PART I. DEATH WAS CAUSED BY: ape oo eee 
a IMMEDIATE CAUSE (o] 
g Uy DUE TO 
a Conditions, if any, which fc 
Eo gove rise to immediote 
gc cause (0), stoting the under. ( OVE TO 1 f 
5 4g z lying couse lost. (). Li 
SEs ° ra Part Il OTHER SIGNIFICANT CONDITIONS CONTRIBYTINGHO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)]19. Was AUTOPSY 
2525 = 2 
SER 3 PEA, 0 OPT L. AeA yes No 
Poss = | 200. ACCIDENT WAS. ae: O_ | 20b. DESCRIGE ey ARJURY OCCURRED, (Enter noture of injury Cj fort 1 or Port Il of item 1B.} 
Petia & | OR CONTRIBUTING CJ CAUSE OF DEATH 
ages & [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
rt ies 2 
Zstes & [20 TIME OF INJURY Month, 5p Yeor | 20d. NJURY OCCURRED _ [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
e5.%es a Hour 0. 1. While. Not waiter foctory, street, office bldg., =e 
Zs c § z p.m. lot work [7] of work 
eases 
Zz é Fes. 21. | certify that | attended the deceased ce a WS J~2 F 5 WESthat | last saw the decease 
a eg A 
of $3 alive on___. i - RT. - 1259 G__, ond thot death occurred at_& OFM, fram the causes and on the date stated abave. 
E = So "ADDRESS peer, oi or town, stote) DATE SIGNED 
<a Fa } AL , 
= 3B / eo ey Vv Ld La ae th ibs i Sa ot 
Zz 
# B65 PHYSICIAN'S eat WE 
st? Pia ws bs. trhe Sleq _..WesTRID se. i 
=z Ne eee 
3 3 Pa “? 2 Ro. feng eg Mb. Berne THEREOF Zc, NEME OF arr Or OR TORY 2d. LOCATION (City, town, ar county) State) 
22% Bianco , BF ahs 
at: TA 1674-193 GI|PEER lan: ERY DIVALLWo oD ex 
a ha, = iL corns 'S SIGNATURE: ADDRESS 24a, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


Yeu bras LIL tg ED WE STUY D EG. oate /f) 23 ~,)- Lt ae (Le a 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09183 
9194 MEDICAL EXAMINER'S CERTIFICATE OF DEATH | ny 
‘eg. Dist. No. 


es ¢ 
85 (8 
3 e 1, PLACE OF DgATH } a. Paks glenn hs Intiuion, Bj dance before edn 
Be 5s °. ©. STAT b.couny (ff 
Tes, g MARYLAND Tite 
23 8 © LENGTH OF STAYIN Tb || «CNY (If aunide corporate lime, write RURAL ond give neorest ae 
go 3/ 
é 

_ d. NAME OF HOSPITAL ‘OR INSTITUTION {If not in hospitol, give stre#t address) d. STREET ADDRESS a / 
N a ves NO 
RB aN 
ay 3. NAME OF First Middle Lost 4. DATE Month Year 
7 -DECEASED OF 

* —— : 

> tere DEve bia pusiiTs om Je pt 2S 9S] A 


(State or aan Genny 


13. FX HER'S fs V4. MOTHER'S MAIDEN NAJAE 
{tig 


15. WAS DECEASED EVER IN U. 5. ARMED. lp tend 16. SOCIAL SECURITY NO. |17. INFORMANT Address 


«| Mes. no, oF unknown) ZA ‘or dates of service] ei 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] 


PART |. DEATH WAS CAUSED BY 2s ORO MARY 


6. COLOR OR RACE |7- MARRIED] NEVER MARRIED [18 DATE OF OIRTH JEUNDER 24 HRS. 
Min, 
wipoweo[[] _ooivorceo (] Liitcew be stalled ss 
d f wy ki 


INTERVAL BETWEEN 
‘ONSET AND DEATH 


a 


ec 
i 
Be 
it. File pages 1 and 2 with the registrar pri i 


Item 18. Give Pages 1, 2, ond 3 to the funeral d 
fh farm PM3. Page 5 may be retained for your fil 


should be executed within 24 hours after death. 


= DUE TO 
32 Conditions, if ony, which rs] 
a3 gove rise to immediate couse 
ss (a), stoting the underlying( OVE TO 
58 cause lost, ra, ae {e). 
"4 naeis teel 
& Fs Fa PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Jap} 19. ee 
‘oe fe] See 
£03 5 ves} Noly 
Ease © [200, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il of item 18} 
baeg & | PRIMARY C1 or CONTRIBUTING CI 
2x & | CAUSE OF DEATH. 
i ga 3 3 | 0c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED 20s. PLACE OF INJURY Home, form, T20f. (City or town) (County) {(Stote) 
oar 5 Hour Whil Not whil foctory, street, affice bldg., etc. 
ede 8 am. ile ile ' 
222° = ee 19 ot wark [J at work 
o * rf . 7; q . 
322 & 21. | certify that | took charge of the remains described above, held an Autopsy (_], Inspection BY Inquiry KY’ and find that 
ayia death resptfef! from: Natural causes 4, Accident []], Suicide [], Homicide [], Undetermined cause []. 
a eUR 
2eee DATE SIGNED 
ogte ACTUAL ; . 
Ey ay SIGNAT A dN /- bt Mp, CHIEF MEDICAL EXAMINER [J 
a ASSISTANT MEDICAL EXAMINER [J a, 2S 
S 23s 2 fi AMES ihe. NV A-R DEPUTY MEDICAL EXAMINER [3 SG 
S222 é 7s. BUR pce tb. DATE THEREOF Zz Zc. NAME, ED RY OR, CREMATORY Tad. LGEATION {City, town, or county) {State} 
2°08 fe: rel |\f-27-4 0 ball, tak 4 
e e Phd = 
; AIR ‘ADDRESS fic. REC'D BY REGISTRAR ¢] 24b. REGISTRAR'S SIGNATURE 
VS. AISME(S) ~ = b np 4 
5M 9/55 N 7 oaedebt Jere P0- hPf. Ky 


\ 


R ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 haursumfler death. Page 4 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0g 
n7C CERTIFICATE OF DEATH 


Reg. Dist. No. 
2, USUAL RESIDENCE (Whege deceased lived. If institution: Residence before admission) 


° “Mar ov d “b. COUNTY Carre(// 


ag \ |). PLACE OF DEAY 


ww ) 0. COUNTY la rrosl MARYLAND 


an 


(lees b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neares! town) 
52 RURAL ond give neargst town) P 3 
52 | Jame Se 32 Yrs AMpsf EA DP 
<< * oR ey {if not in hospitol, give street 4 d. STREET ADDRE: e. Ba puss: , 
* A FAI yj 
s- M Main _ Ss 0, 00 Maw St ve L] NODK 
£6 3. NAME OF First ° ieee lost 4. DATE Month Doy Yeor 
- DECEASED . OF 
: 3 (Type or print) DEATH ep 9 is 
& 5. SEX 6. fas ARy pact |7. —gSEATRAN. MARRIED [] | 8 OATE OF BIRTH =, 9. = <P Year 


oA bo wipowep [] divorced [] Manck 


Wa, USUAL OCCUPATION (Gi ind of work done] }0b. KIND OF BUSINESS OR INDUSTRY | 11. rs “4 | or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


€ during most of working lie, even if retired) 

s fs f < Aly uw S.Ay 
3S 13. FATHER'S NAME Ay V4, aa a MAIDEN @QAME 

| | \ Braggso Marian gole _uik woWwN 

Ne 1S. WAS DECEASESEVER IN U. S. ARMED FORCES? |16. SOCIAT SECURITY NO. ON, INFORA Address 

3 

nN 


{fos no, of unknown} (it yes, give wor or dotes of service) UL 
ro ar sistas ay [A 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c} Peat ae 


PART I. Mah WAS CAUSED BY: 
IMMEDIATE CAUSE (o! 


DUE TO 


Then please remove carbon popers. 


ote has been signed by the ottending physician ond completely filled in 


Rg 
« 
& 
5 
3 
s 
: 
3 
se Conditions, if ony, which . 
Eo goye rise to immediote 
gs catse (0), stoting the under. ( OUETO 
ea? lying couse lost. 
Scee ESS Soto. () 
285° ia Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
> re — 
ees & ves] NOP, 
a5.9 9 i) 
ooa8 E [ 200. ACCIDENT WAS UNDERLYING CJ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port f or Port II of item 16.) 
Siz: || ramieey perenne 
evils u INER) 
a o 
oR SS & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
es 2 4 Hour a.m. While Notiwhi factory, street, plies bldg., ced 
25 ot weskeSpeat work—pane i 2 
=.6 = ue 
Eros 
ti 21.1 corti ok ' a led the deceased a ZW 19.46 0 Se p7-F____.. 19S Phat | last saw the deceased 
<q o.o x 
3 ze $ s alive on 30... 19™%_@_., and that dgath occurred ot OA oo, from the causes and on the date stated above. 
263 A S (Streg®, city or towny stote) DATE SIGNED 
eee acTuAL i fo OK 4 Wn 
$5 SIGNATURE___poeO"2 Ahh LC KEN 14+ .D. nes a MA. VATE 
a 
pS ae 
$205 é D 
23228 z hE Tish a Hangs PstEAID Ry lawd _ 
= & 
3 aoe cpr 9 DA iiGs < aac = Zc. NAME Fo a CREM On "—] 224. LOCATION (City, town, or county) S eetateat (City, town, or county (Stgfe) 
ZS2 Po q~- 1r-S 
Cig = 
Fe F 


VA 


OG 
(Zz sl 
73. FUNIERA, DIRECTOR'S SIGNATURE ‘AD0) = ae ax "SD by TRAR BAO 
YS AIS (4) Ba a} < Zz 
ays 4 ee lon 2 1k 
wy 


5 “A NVTUNG 


T a3 


Dawoxl 


- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 9 185 
4 NCL CERTIFICATE OF DEATH Reg. Dist. No. 


oi 


1. PLACE OF DEATH a ph nd pearance (Where deceased lived. If institution: Residence before adi fon) 


Seiad Se iaaan By 


b. CITY OR TOWN {IF outside corporate limits, write | ¢. LENGTH OF STAY IN Ib. 
RURAL and give neorest town) 
!. Sykesville ri] u 


¢. CITY OR TOWN [IF outside corporate limits, write RURAL ond give nearest town) 


Baltimore 2 


fe funeral director, 


Her déaithy Page 4 


urs 4 


Pages 1 and 2 should be filed with 


d, NAME OF HOSPITAL {if notin hospitol, give sireet fe year d. STREET ADDRESS e. tS RESIDENCE 
OR ee ON 


A FARM? 


ringfield State Hospital. 7 E,Chase st. ves] NoX] 


2 = 3. NAME OF Fint Middle low 4. DATE Month Day Yeor 
mn ee {Type or print) Margaret Frances Bond DEATH 9 - l= 1956 
“3 5. SEX 6. COLOR OR RACE |7. MARRIED Bj NEVER MARRIED ([] | 6. DATE OF BIRTH 9. fps RI IF UNDER 24 HRS. 
= s st joy) Mir 
= a3 0 White wipoweD (] bivorceo [] 6-26-92 6£ in. 
S €8: 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 83¢ during most of working life, even if retired) U.S.A 
3 Res Housewi! MYL Maryland. ereohe 
g S35 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ese 
tote Timothy Shanahan Margaret Roche 
= 2 8 3 15, WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. |17, INFORMANT 
aes “unknown = [“™ OSes 7400 irgGeorge E,Bond (Husband) “air ‘B,Chase st.Baltim 
ce. 2 a ee. 
3 8 1 1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (¢).] INTERVAL BETWEEN 
0 26 PART |. DEATH WAS CAUSED BY: oe 
g 8s . IMMEDIATE CAUSE (o) Mittra] Stenosis 
3 =e ? DUE TO 
= 5 Conditions, if ony, which @Rheumtic Heart Disease 
s BE gove rise to immediote 
3 bk cotte {a}, stoting the under. ( OVE TO 
Ses a lying cause lest. a 
eo 2 & 
3285 ° z Part $1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo} |19. WAS AUTOPSY 
BRSES ie] PERFORMED? 
Seeae . Bronchopneumonia Bilateral,Pre-senile Psychosis. v6) OO 
SHS y 
Fotss = | 200. ACCIDENT WAS UNDERLYING E]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I of item 18) 
A ae & JOR CONTRIBUTING LJ CAUSE OF DEATH 
aeees #5 | Ge eimeR, NOTIPY MEDICAL EXAMINER) 
g Sees & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, ese 1 20f. (City or town) (County) {Stote) 
Sores iat Hour a.m. While ‘Not sale foctory, street, office bidg., etc. 
zsE?5 E4 p.m. Jot work [7] of work if 
=i 
OeLoS 
Zeeue 21.1 certify that | attended the deceased from, oe p 19.56. that | last saw the deceased 
B o 
8 fe Fe 3 S alive on___ --, and that death.occurred at 5230 <M, fram the causes and an the date stated abave. 
E S os re ADORESS (Street, city or town, stote) DATE SIGNED 
peed 
se SIGNATU 
a 
Zeses PHYSICIAN'S 
Sexee NAME (Tyee) Agustin del Gan Springts ie. 
BBEOD Ro. BURIAL ees ue DATE THEREOF 2d. OAs eae Ign, or count tafe] 
o>53° REMDV iy (Stofe) 
8 YW 
° Eo ct tig =3 LE CLY ie Ls MCE f 
= 7, PORERAL DIRECTOR'S SONATE rs i Uo. Bio BY = 2ab. REGISTRAR'S SIGNATURE 
VS Al5 (4 { 
ota" Z toh ge. [fol bf fttec/ on F--2-50 | Lo Astley TORK 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 9: 1 18 6 
9199 CERTIFICATE OF DEATH 


onl 


Reg. Dist. No. 


~~ ce 
% 3% 1. PLAGE OF DEATH 2 USUAL RESIDENCE (Where deceaved lived. If ictitution, Residence before odmission) 
Oo a 
£ 2% f Carroll marvano |} * "Maryland bcoury § Garroll 
€ Bs ° ~b are TOWN lf ouside corporate lini, write e, UNGTH OF STAYIN Tb ©. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
oe est 7 
2 ss ( ‘Westminster 61 years Westminster y 
~ > n! ~ 
ook o 2 \ Jd. a {If not in hospital, give street oddress} d. STREET ADDRESS . ‘err 
= > Soh BE. Main Street 224 E. Main Street Ye RO Bg 
5 
o ec 
2 £5 3. NAME OF First Middle tow 4. DATE Month Do) Yeor 
es DECEASED OF 
=e 35 (yee en pany William Henry Bowers San September Bb 19 De 
[4 = 
£ > 5 5. SEX 6. COLOR OR RACE | 7. MARRIED [XPNEVER MARRIED 8. DATE OF BIRTH (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
= $e “te er Months] Day Mi 
£4 uate | Witte — |weomor  oworeoe |Feb« 15, 1872 | HME! [rer] ome [Roos] tm 
s3 
ges ae 100, USUAL OCCUPATION (Give kind af work done] 106. KIND OF SUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 88s during most of work oe 
B pes ret Carpente Bldge Come Carroll County, Md. USA 
e O85 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
acs | . 
as William Bowers Lucinda Frock 
es 83 1g, WAS DECEASEDEVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. [17. INFORMANT Address 
= 4&2 es Po, ot tn ca, Give mor oF dates oF service 
8 no “eo = = |226403=6312 Mrse Was H, Bowers W Westminster, Md. 
sce 
4 D 
3 Ee 18. CAUSE OF DEATH [Enter anly one couse per line for (a, (b). ond (c)-} INTERVAL BETWEEN 
2 <5 PART |. DEATH WAS. CAUSED BY: Orme eZ Lo TF iS ee, hte ag Mee gt 
epee ; IMMEDIATE CAUSE (0) ay asi) 
Aaah cco ty 4# 
ome DUE TO ‘ 
en a li 
= S2> Conditions, if ony, which (0 
s 3 ne gove rise to immediote ue 
© '§e ; 
5 §ks co¥se (a), stating the under: 
z 5° =P? lying cause last, {ch 
25 eo pid Reed 
5 2 3 5 3 3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO CEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}} 19. peleatlay oui 
-— > me) - 
£us 3 = 
eeZ58 < ves) NOG 
2 2 gy 
- ot 3 $ = | 20a. ACCIDENT wast UNDERLYING )__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il of item 1B.) 
> as & JOR CONTRIBUTING C} CAUSE OF DEATH 
2 5 
ZesZs G | (F eITHER, NOTIFY MEDICAL EXAMINER) 
ee 5 ee ee 
So5ss & |a0c Time OF Suiglina ty ae Year | 0d, JURY OCCURRED [20e. PLACE OF INJURY (Homes, Frm, | 20. (Ciy or town) (County) (Stote) 
Ose B10 3 Hour Whit Nat whil rat SECT CNIS 
E5223 Es at work (C] of work] 
94585 ? 
zs 2g ail =a thot ( attended the sana = today A S, 19ZE. that | last saw the deceosed 
£322 PY aod 
Be e 3 3 olive on___.. Pe are 28, 12. po ond thot death eet ati fa fae . from the couses and on the date stoted above. 
B= q Be e ase ADDRESS (Street, city or town, state) DATE SIGNED 
< = ACTUAL ) e341 tOK O3 # eee 
ag: 8 j SIGNATURI Le « SA eh IN A It a tee 
<3 [| |SUGNA TURE $M nnn fan nnn nnn nn nn nn nnn nnn een nnn nn nee 
at, ee 
Zois Miacityes__We CeJennffette, M.D. 103 E. Main St. Westminster, Md. 
ihe 3 stasis thatrtiieiadaeesbaan anchagasrmpmesieatemaaianadansiaatiiaieiiinas 
% cd z oat Ho. reeves CREMATION, | 226. DATE THEREOF Zc. NAME OF CEMETERY @AHGR6 MALORY 72d. LOCATION (City, town, or county) (Stote) 
et "BUSPEY” |Sept.28,56 | Pleasant Valle Pleasant Valley, Md. 
Se) 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ‘da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


vais 0 John R. Byers Westminster, Mde anne ies , A~ (pill, 


ai 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i 9 1 87 
» 3157 CERTIFICATE OF DEATH ot 7 


B. DATE OF BIRTH 


1885 


9. AGE {In years {IF UNDER 1 YEAR| IF UNDER 24 HRS, 
lost birthday) 


yrs. 


ss 
ri 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution, Retidence before odmision) 
So ° b. COUNTY, 
5 Carroll iasbbanlead Maryland Baltimore 
Zs B. CITY OR TOWN (IF outiide corporate limits, write | ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN {if outside corporole limits, write RURAL ond give neorest town} 
& x \y RURAL and give nearest town) 15 yrs ; 
oe } kesville mos Sattéases  Raspeburg ee 
2 8 ‘d. NAME OF HOSPITAL (If not in hospital, give street oddress) od. STREET ADDRESS ©. 15 RESIDENCE, 
Se. OR INSTITUTION ON A FARM? 
* hesaco Park ves] No Gt v 
] —) 
6 3. NAME OF First Middl Lost 4. OATE Mi x 
- DECEASED i <r z pA jonth ay idee 
$ (Type oF print Daniel DAVIS veatH ~~ September 27-1956 
> 
oo 
2 


Min, 


$. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED {] 
Male W wivoweo [} pivorceo [] 


100. USUAL OCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


i 4 during most of working life, even if retired) 

4 Y none Haryland USA 
3s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

z Eleasar Davis unknown 

3 

x 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
» | (Yes, no, oF unknown) {IE yes, give wor of dates of service) 
no (4404 prinefield 9 ecords 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (B). ond (c)-] 
PART 1, DEATH WAS CAUSED BY: 


) IMMEDIATE CAUSE (o|_ Bronchopneumonia 


INTERVAL BETWEEN 
ONSET AND DEATH 
8 


I 


Then pleose remave corbon popers. 


the registrar prior to burial, cremation, or removal, ond in any event 


Brie a] 
Conditions, if any, which @__Bilateral Chronic 
gove rise to immediote 
cote (0), stoting the under ( OUVETO 
lying couse lost. (9. 
Pat I. OTHER SIGNIFICANT CONDITIONS CONTREUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1l]19. WAS AUTOPSY 
fental De ency mbe vest) No 


20a. ACCIDENT WAS UNDERLYING O) 20b. DESCRIBE HOW INJURY ‘OCCURRED. {Enter noture of injury in Port } or Part I of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) {Stote) 
Hour a.m. While Not while foctory, street, office bidg., etc. " 1 
Pom. W fot work [] ot work [J 


ate has been signed by the ottending physicion ond completely filled in 


MEDICAL CERTIFICATION 


TTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours ofter death. Page 4 


5. 

Gs 21. | certify that | attended the deceased from... July 1,____, 19.50, lahat 958.thot | last saw the deceosed 

aS ative on___ September _27 1256. and that death accurred at_1Q:A5PM, fram the causes ond an the date stated above. 

= 8 ADDRESS (Street, city or town, stote) DATE SIGNED 
" Senator o, ... Springfield State Hospital. 928/56 


he 


poge 3 shauld be detached far use os the buriol-transit permit. 


PHYSICIAN'S 


ee NAME a ---oykesville, lM 
Fd & 3 Mo. BURIS iL, coe il hie DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY we to OP, 1, Jown, oF {Stote) 
5S MOVAL (Speci lm 
mp ALOS WTF SEL NA OENMETENY A /11d he 
ee 3 SIGNATUR VALE 2o. = D WE TEC MENATURE 
VS AS (4) ef lf of 
15M 9/55, Q ( 3 Oe ee OLE 4 LAT kh Ago 
T+ 77 aa a sah 


and 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09188 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH sash cy ca 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. STATE Op g b. COUNTY DP 
MARYLAND ARYLAWND BRROLL 


b. CITY OR TOWN {Il unide conporote limits, write RURAL ¢, LENGTH OF STAY IN tb ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
‘ond give senreal town} 
NEV! WINPS 0 8 41 FE EW WIMDS 6K. bax Fr 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) d. STREET ADDRESS @. IS RESIDENCE 
ON A FARM? / 


lid? ws No 
3. NAME OF Middle Month Doy Yeor 


i ’ First 
{ypeer etn CLARIssA A DASE Serr Js WS 
I 5. SEX 6. COLOR OR RACE [7- MARRIED [] R MARRIED [731 S- DATE OF BIRT} 9. eres JEUNDER TEAR] IF UNDER 24 HRS. 
4 Col wiooweo] _ oworcto OO |AV AV /S°- /J4G yet. eal yi eal sey 
100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of warking fife, even if retired) : 


13, FATHER'S NAME V4, MOTHER'S MAIDEN NAME 
AN OWN UYTHETTA DORSEY  / 
7. INFORMANT Address 


yA 
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 116. SOCIAL SECURITY NO. 
oO {Yes, no, of unknown) [It yes, give war of dotet of service) D 5 
No NON VOTHETTA-_ Dak S NEW WiNbSok f 


18. CAUSE OF DEATH [Enter anly one couse per line for (0), (b), and (c).] c . INTERVAL SETWeRn 


PART |. DEATH WAS CAUSED BY. oa 
IMMEDIATE CAUSE (0) a 7. EON 


Wf (1 A,O DUE TO 
Conditions, if ony, which ® 


Gove rite to Immediate cove 
{0}, stating the underlying( CUETO 


couse last. =. te Ss 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)|19. Noein 


yes{] NO 


Page 4 should be 
cremotion, 


ge 5 moy be retoined for your fil 
File poges 1 ond 2 with the registrar prior ta buri. 


If ony delay is zecessary, pleose exe 


ges 1, 2, and 3 to the funeral 


in 24 haurs ofter deoth. 
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200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part 1 ar Part It af item 1B.) 
PRIMARY £) or CONTRIBUTING [} 
CAUSE OF DEATH. 


Se ee ee ee | ee = eS 

0c, TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, }20F, (City or town) (County) (State) 
Hour a.m. While Not while foctory, street, affice bldg., etc.) | 
p.m, bd ot work [7] ot work ; 


21. I certify that | taak charge af the remains described abave, held an Autopsy [_], Inspectian A Inquiry $<}, and find that 
d fram: Natural couse], Accident [], Suicide], Hamicide [], Undetermined cause [_]. 


MEDICAL CERTIFICATION, 


€ 
& 
g 
é 
i 
3B 
5 
- 
°o 
2 
5 
o 
g 
3 
® 
2 
z 
4 
4 
o 
° 
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2 
é 
8 
2 
& 


i 
CHIEF MEDICAL EXAMINER [_] GATE SIONED 


ASSISTANT MEDICAL EXAMINER [-} i, 
AR 5 DEPUTY MEDICAL EXAMINERYZ] ae 3 


720. BURIAL, CREMATION, 2, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Zid, LOCATION (City, tawn, or eaunty) (Stote) 
Mi ity} 
DURA TdHA Si) 1BEK 0 WLA 


R ». E ‘24a. REC'D BY REGISTRAR | 24b: ISTRAR'S $16 NATURE 
YS. AISME(5) : y/) 0 () be 
suoss Nt LALA I tA) Vena Lf AN oatedyy3/ 5% oAty Re 


M.D. 


é 


TO FUNERA' 


or removal, 


forword 


TO DEPUTY ASEDICAL EXAMINER: Thi: 
cute the 


HAN: The law requires that the death certificate be Executed within 24 hour- sfter death: Page 4 


oe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09 1 8 9 
01099 CERTIFICATE OF DEATH osaeay s 


8 5 re ona aoa = Se eee {Where deceased lived. If institution: Residence before admission) 
58 ae MARYLAND Maryland » COUNTY Frederick 
Ss Pb city OR TOWN Uf eutide corporee limits, write] e. LENGTH OF STAY IN 1b . CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
52 ) Rural - Sykesville ince 2-2) Rocky Ridge /OK%>% 
7 ey de 3. ae eet (IF not in hospital, give street oddress) d. STREET ADDRESS. * fe en 
€ « Wingfield State Hospital Ss ba eg 
5 3. NAME OF First Middle last 4. DATE Month Day Yeor 
3 {Type or print) Grant Ulysses S. DUBEL beatH ~=September 25 19 56 
: 5. SEX 6. COLOR OR RACE [7. MARRIED [-] NEVER MARRIED [-] | ®- OATE OF BIRTH 7 AGE In or IF UNDER 1 YEAR[IF UNDER 24 HRS. 
male white |wiroweoxx ovorceo | Sept. 7, 1875 iia Pexs | Hours | Min. 


10s. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


€ during most of working lite, even if retir ‘ 
3 Farmer € a Farming Rocky Ridge, Maryland United States 
5 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

es Cornelius Dubel Caroline Damuth 


1, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT Adies Oykesville, Md. 
as 0 ewan vo wor or dates of sevice 
no eee unknown Records of Springfield State Hospital 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o! stat. 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave;carban papers. 


CTOR: After this certificate has been signed by the attending physician and campletely filled in 


ial 
is 
© 
4 
: 
5 
H DUE TO 
a2 Conditions, if ony, which w Cerebrovascular accident 
ES gove rise to immediote 
ge cotse (0), stoting the under. ( OVE TO 
e*%-v0 tying couse lost. (¢). 
Gees 
2 8 if 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo} | 19. WAS AUTOPSY 
ee fe) RO URLS ENS ONE TES 
pP sg & Ss EY PERFORMED? 
2335 | Senile psychosis ves [} no 
eoss & | 200. ACCIDENT WAS UNDERLYING C)_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port for Part Il of item 1B.) 
fe e 
aioe: & | OR CONTRIBUTING O CAUSE OF DEATH gis 
gees & | [IF EITHER, NOTTETRREDICAL EXAMINER) 
2 o58S & ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form. | 20F. (City or town) {County) (Stote) 
Z588 3 Hour om. While Not while. foctory, street, office bldg., etc.)! 
moe § 3 pm. 19 Jot work ( of work ET ' 
Cae) . 
23 rad 21. | certify that | attended the deceased fram.___May._6. Seem , 1955, ta Septe 2h 19.56 that | last saw the deceased 
2.< 2 
8 ig SAE alive an_. Sent._2h ._ #3, 19.56 _ -, and that death accurred at_8250 Au, fram the causes and an the date stated abave. 
E se os ADDRESS (Street, city or town, stote) DATE SIGNED. 
Sia . jt . 
<30 0. pan ‘ 
se: Site AO OVV) _yo, __ Springfield State Hospital 9/25/56 
us] 
2535 PHYSICIAN'S 
Seis NAME (Iype)_ Martin Gross, M. D a Sykeswi lle ~Meryland 9 oe 
Egiua'e 
BSYo ‘720. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
£2285 Barisal” | 9-28-1956 Blue Ridge Cem. hurmont Fredk. Co. MD 
‘ 2 is ERAL DIRECTOR'S S| Vy pst ADORESS 2d, REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATU) 
YS AIS (4) | = g 
V5. Als (a) port: Thurmontm rT 1 40rd 4 Mtr 
OTT = = Sot 


TO HOSPITAL 9) ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 haurs ofter deoth. Page 4 


al 


é funerol director, 


< 
3 
3 
e 
a 
a] 
= 
8 
i 


*€ 


Pages 1 ond 


Then please remove corbon papers. 
¢ to buriol, cremotian, or removol, ond in ony event within 72 hours ofter death. 


by the hospitol or ottending physician. 


é 


CTOR: After this certificote has been signed by the ottending physician ond completely filled in 


moy be reto; 
TO FUNERAL 


as 
a 
a4 
Se 
ed 


page 3 shauld be detached for use as the burial-tronsit permit. 


B,| 1 THACE OF DEATH 
( M) C 


the registrar p 


a 
a 
ws 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09190 
92°0 CERTIFICATE OF DEATH Reg. Dist. No. 


2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 


a. b. COUNTY 
1 arroll MARWAN Maryland 
ae: (lt “a ide sae ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 
a f 160: town) 
x 60 days Baltimore LO : 
da. att. OF aoe {If net in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ‘ON A FARM? 
‘ i, ital 103; Aisquith Street Yes 0] No GR 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED» OF 
(Type oF print Dora Dueson DEATH 9 29 195) 


IF UNDER 1 YEAR} IF UNDER 24 HRS. 
Min. 


S. SEX 6. COLOR OR RACE j 7. ey NEVER MARRIED oO 8. DATE OF BIRTH * fog rho 
Female Negro |woowe gg —ovorctoO) | (Unknown)21892. rt i 


100. USUAL OCCUPATION (Give kind af wark done 10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (State or foreign country) 
during mast of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


None Virginia USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Thomas or Tom Johnson Alice(Unknown) 
I Apacer cre teu Se QRMOIPOREES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
a Dora Melvin 1034 Aisquith St. BaltimoreMd 


INTERVAL BETWEEN 


18, CAUSE OF DEATH [Enter only one couse per line for (9), (b), and (c)-] ONSET AND DEATH 


FAT EAT MEDIATE CAUISE a Cardio-Vascular insuf 


. DUE TO 


fic 


Conditions, if any, which 
gove rite ta immediate 

cote {a}, stating the under. ( OUE TO 
tying cause lost. a 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART hia} | 19. or 
yes) no) 


2a. ACCIDENT WAS. UNDERLYING ao 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part It of item 18.) 
OR CONTRIBUTING CO CAl 
(IF EITHER, NOTIFY MEDICAL i EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, \ 20f. (City or tawn) (County) (State) 
Hour a.m, While Not tie factory, street, affice bidg., etc.) | 
pom. lot work [[) at work H 


21. | certify thot | ottended the deceosed = acess os ; 19.56, to_._.9=29 Se . 1956 thot | last saw the deceased 


olive on_____.. 929 BO, ond thot deoth occurred of8.2.30_P.M, from the causes ond on the dote stoted above. 
ADDRESS (Street, city or town, state) DATE SIGNED 


enrytons Mde_ 
ae actaseeOOLOs 


Pa , DATE ey, 9 
23. FUNERAY DIRECTO IN pet of 2Qde. REC'D BY We cra be SESE StanagTDNe 
" Y ee XStEY © | oar 10-1-56 oh hacce/ 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATURI 
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oO Pee) 
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2 ow 2 
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Poges 1 and 


Then please remove carban popers. 


‘ansit permit. 


been signed by the attending physician and campletely filled in 
the registrar priar ta burial, cremation, ar remavol, and in any event within 72 haurs_afier death. 


by the haspital ar attending physicion. 


may be reta 
TO FUNERAL 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09 1 
‘ CERTIFICATE OF DEATH 


Reg. Dist. No. 
7 eG ze sa Ps (Where deceased lived. If institution: Residence before admission) 
°. Pe: : 
Carroll eee Maryland » COUNTY Frederick 
b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 
Sykesville Ime; 27days. Frederick 5 
‘d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d, STREET ADDRESS. @. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
prin eld State Hospital 23 E. Patrick Street yes (] No 
3. NAME OF First Middle Lost 4, DATE Month Day Yeor 
DECEASED. OF 
{Type or print) Katye DYER bata September 9 19 56 
$. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [-} | & DATE OF BIRTH %. a If UNDER | YEAR| IF UNDER 24 HRS. 
ost bithdoy) 
Female White wipowen ¥} pvorceot] | duly kh, 1871 85 pee | foes] Me 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF INESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife SE Maryland UsSAe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME ad 
Charles Ranneberger Martha - ; 
be WAS Posclerty: 2 EVER IN U. S. ARMED Gea 16. SOCIAL SECURITY NO, | 17. INFORMANT Address 
pclbs: cr WaACR IAL | Reta gnc dom ernie é 7 
No - Springfield Hospital records. 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond ().] ONY AL PETSEEEN. 
PART |. DeaTH Was causeD.eY., Acute myocardial infarction frmediate 
DUE TO 
Conditions, if ony, which w__Arteriosclerotic heart disease ears: 
gove rise to immediote D 
cotse (0), stoting the under. ( DUE TO 
lying couse lost. e) 
Paar Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0} | 19. SecrueeR 
hronic Brain Syndrome; senility with psychosis. yes] not] 


200. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED {| 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour o. m. White Not while foctory, street, office bldg., etc.) | 
p.m. 19 Jot work [] ot work [] ‘ 


21. | certify that | attended the deceased from._s uly 12, __ --, 19.2% that | last saw the deceased 


MEDICAL CERTIFICATION 


alive on_. O._._, and that death,accurred at_! -M, from the causes and on the date stated above. 

ADDRESS (Street, city or town, stote} DATE SIGNED 
seution o. Springfield State Hospital 9/10/56 
Name iyen “Agustin delCampo, M.Ds Sykesville, Maryland. 


Te. das eer one ‘Wb. DATE THEREOF be nl 72d, LOCAHON Ci town, or county} (Stote) 
SEMOVA\ i io, rs g y, 
Dict? |\F12-56 |e Za Bef. 
< Ri R 
”) ol iy aa * f 


23. FUNERAL DIRECTOR'S SIG! yA 2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


hide oe vate 2/O-SE the 


~ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9208 CERTIFICATE OF DEATH 


ol 


10150 , 


Reg. Dist. No. 


se 
q ‘= ¥ geet DEATH = Sa ee (Where deceased lived. If institution: Residence before admission) 
8a/ °. °. b. COUNTY 
5B ny Carroll eae Maryland aid 
° o b. CITY OR TOWN (if outside corporate limits, wrile | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) 
8 os es ond sivesres rest town] aly 
52 Rural < Sykesville since 2 Baltimore Cit 
oo ‘d. NAME OF HOSPITAL {If not in hospitol, give street oddress) cd, STREET ADDRESS fe. 1S RESIDENCE 
2s OR, INSTITUTION ON A FARM? 
tield State Hosni N ves] NOG 
3. nae First Middle Lost Month Doy Yeor 


(Type or print) Walter Chester September 
9 AGE {In yo ygon ak UNDER 24 HRS. 


EBY 
S. SEX 6. COLOR OR RACE | 7. 8, DATE OF BIRTH 
‘OLOR OR RAC! MARRIED [3} NEVER MARRIED [[] | 8. DATE OF 81 pag lAs 
male whi winowen] —_oworceo] | Sept. h, 1890 26 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Slote or foreign country) 
during most of working life, even if retired) 
Pennsylvania 


Pages | and 


13. FATHER'S NAME J 14, MOTHER'S MAIDEN NAME 
James Eby Fannie - 
DEV ; 7 
I 1g, WAS DECEASED EVER INU: &- ARMED FORCES? [16 SOCIAL SECURITY NO. [I7. INFORMANT Maen Sykesville, Md. 
@ At no unknown Records of Springfield State Hospita 


18, CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond {e).] 


PART I. DEATH WAS CAUSED By: U; 
IMMEDIATE CAUSE (o} 


x DUE TO 


Conditions, if ony, which w Generalized arteriosclerosis with parkinsonism 
goye rise lo immediote 

cose (0), stoting the under. ( DUE TO 
lying couse lost. (). 


Part Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. WAS AUTOPSY 


Cerebral arteriosclerosis with psychotic reaction. ) more than 3 yrs. eihicl 


yes] nol] 
20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, MOUFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, ms Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) {Slote) 
Hour 0. mo Wiley Not while foctoty, street, office bldg., etc.) | 
p.m. ot wT) ot work (J ——— —_— 


21. | certify that | attended the deceased fram. Sune 22______, 19.53, to_Sept,_,-._.., 19.5.6. that | lost saw the deceased 
alive on_Sept. J) ~ 19_56___, and that death accurred atLOsSSPM, fram the causes and an the date stated above. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
aiming aie MO. .....-- Sykesville, Maryland... 9/5156 


INTERVAL BETWEE! 
INSET AND DEATH 


Then please remave carban papers. 


‘ansit permit. 


the registrar prior ta burial, cremation, or remaval, and in ony event within 72-howcs ofter death. 


cate has been signed by the attending physician ond completely filled in 


MEDICAL CERTIFICATION 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. Page 4 


by the haspital or attending physician. 


CTOR: After 
page 3 shavid be detached for use os the bur 


A’ 


é 


kintiiee Martin Gross saa. eC prs 


No. ipropreeept a DATE THEREOF Ze. Pit OF CAMETE! 
aes u aL amy 
23. runes ee S16 nee ae Phaa, BEC By REGIGTRAR 240, & GISTRAR'S SIGNATURE 
VS AiS (4) 
Yen 973s mr ac a ZA DATE -: 


ie oe aha oat eH. Of bi}9--- ~~~ 


2d. me ‘Gin, town, or Pas {Stote) 


TO HOSPITAL 
may be reta; 
TO FUNERAL 


fA Ava 


9S6I 


Warsz 


MARYLAND STATE DEPARTMENT OF HEALTH-—-BALTIMORE, 18 O91 92 
921)3 CERTIFICATE OF DEATH sai Ba 


1. PLACE OF DEATH 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
a. COUNTY ei 


Carroll was | “si Maryland > COUNTY Montgomery 


b. CITY OR TOWN {If autside carporate limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside carporate limits, write RURAL and give necrest town) 
RURAL and give nearest tawn) ‘ 
kesvi ‘arvland 3 y. & mos. Silver Spring 


d. NAME OF HOSPITAL (If not in hospitol. give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR HXSTITUTION ON A FARM? 


pring? ield State Hospital 9708 Lawndale Drive ves] No CE 
3. NAME OF First Middle last 4. DATE Month Day Year 
(Type or print) Mary Elizabeth Ferguson pears §~=s Sept. 18 19 56 
5. SEX 6. COLOR OR RACE ]7. MARRIED L] NEVER MARRIED []] | & DATE OF BIRTH 9. AGE (In years al T YEAR] IF UNDER 24 HRS. _ 


Female wivowen fs vorceog] | LO-23 ~1889 "6 oe espe ee | ae eee 


100. USUAL OCCUPATION (Give kind af work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during most af working life. even if retired) 3 
ousewife Own home Washington, D.C. U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


William Henry King Mary Ella Caywood 


‘3. WAS ceed U, S, ARMED bok 16, SOCIAL SECURITY NO. |17. INFORMANT 
\, | ies, 0. oF unknown) YL, give wor oF dates of service} . 
‘ No None Hospital Records 


18. CAUSE OF DEATH [Enter anly one cause per line for (0), (b), and (c).] ie ea 


funeral director, 


shauld be filed with 


“ 


ate has been signed by the ottending physicion and completely filled in bi 


ond 


Poges 


PART i. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 
F , 
&Y 


Canditions, if any, which 
Gove rise ta immediote 
catse (9), stating the under- 
lying couse fast. 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. wasmuice 


sive ' . ves &] no] 


an epre ea 
. ACCIDENT WAS UNDERLYING 1] 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port 1 of item 18.) 
R CONTRIBUTING LC] CAUSE OF DEATH 
IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour a. m, While ‘Nanehile factary, street, affice bldg., etc.) | 
p.m. 19 lot work [J at work 1 


21, | certify that | oftended the deceased from_L]=26 ____ , 1952, to... 9218 _____., 19.56 thot | last saw the deceosed 
8 era) | Jae 6, ond thot death occurred ot 2340. PM, from the couses and on the date stoted above, 


“ 4 , % R DATE SIGNED 

stn Wide Joey eu Lew us Seucicgh 3 

NAME (Type) ALK AD. Spricit Sake brypitel Suku nl: Wary teud,. 
2o. BURIAL, CRE Bd ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ‘Md. LOCA’ 1ON (City, town, or caynty) (State) 
BURA Se | 9/21/56 CEDAR HILL CEMETERY PRINCE GEORGE COUNTY, MD. 


. FUNERAL DIRECTOR'S SIGNATURE 24a. REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 
y, Ces hice? ,  stitfth sprinc, mp. je 
———————— a a 


inet oat 7-2 5- 5G ieee leg 


Then please remave corbon papers. 


MEDICAL CERTIFICATION, 


the hospital or attending physician. 


‘OR: After this certi 
be detached for use os the burial-transit permit. 
the registrar prior to burial, crematian, or removal, and in ony event within 72 hours ofter death. 
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TO FUNERAL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 9193 
9204 CERTIFICATE OF DEATH ea 


—’ 


~ ose 
& 3 - if WAGER EPEAT D Uevate RESIDENCE (Where deceased lived. If institution: Residence befare admission) 

5 8 3. b. COUNT 

* 32 Carroll uae ‘land Balto. City 

= Bip b. CITY OR TOWN (If outside corporote limits, write [¢. LENGTH OF STAY IN Ib . CITY ae TOWN (If outside carporote limits, write RURAL ond give nearest town) 

§ gs RURAL ond give nearest town) 4 A Dag 

2. Se kesville Se 3lOmos Baltimore - 
2 2 2 ~l Ce etpes (If not in hospital, give street 113 d. STREET ADDRESS e's hie ce 
L) ° ON A FARM: 
ef § ringtield State Hospital 1316 Poplar Grove St. YES [] NO 
5 


32N, First Middle 4. Be E 
eas irs i lost Ti Month Day Year 


esa Herman Fisher bars September 18 1906 


3. ee 6 COLOR OR RACE |7. MARRIED [L] NEVER MARRIED [] | 8. DATE OF BIRTH 9. KGE in yeor: IFUNDER 1 YEARTIE UNDER 24 HS, 
irthdey) | Month 
White wiooweo [J DIVORCED (XY 12/15/9h 62 Saal ae Cae | Rey ae 


Va. USUAL OCCUPATION (Give kind of work done] 10b. KINO OF ay INDUSTRY |11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNT 
dogg mBlsherorting lite, even if retired) Lh 4 


Pages.) ond 


Germany Germany 
13. FATHER'S NAME : 14, MOTHER'S MAIDEN NAME s 
John Fisher Unknown 


Ve WAS esas Pert U.S. eee — 16. SOCIAL SECURIFY NO. }17. INFORMANT Address. 
fe. 90. now} ive wor 1es of service) 4 
Ig Ne mt tie. \ Springfield Hospital records. 


1B. CAUSE OF DEATH [Enter anly ane cause per line far (0}, (b), and (.] 


PART 1. DEATH WAS Sttrenueeoy__ Acute myodardial infarction 


r ¥ DUE TO 
Gondiiiom, any, | w__Coronary occlusion 


INTERVAL BETWEEN 
ONSE AND DEATH 
ays 


Then please remove corbon popers. 


Days 


Qove rise to immediote 
catse (0), stoting the under. ( OUETO 
lying couse last. (e) 


Arteriosclerotic heart disease 


Parr It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. BENE 
Psychosis with chronic alcoholism; Korsakow's Syndrome. yes C] No 9 


200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port {or Port tt of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
[20c, TIME OF INJURY Manth, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
es ihe Reay tier Kore aia tzee Ra) 
p.m. Jat work ("J ot work ' 


21. | certi pe I operced the deceas: = uthat | last saw the deceased 
_M, fram the causes and an the date stated abave. 


= 
is} 
3 
= 
= 
= 
G 
= 
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= 


‘OR: After this certificate hos been signed by the ottending physician ond completely filled in 


by the hospitol or attending physicion. 


alive an. Sept. 18) 19. 26 ;- ond that s h accurred at_2 
ADORESS (Street, city oF town, stote) DATE SIGNED 
"i wo, Springfield State Hospital ____ 9/19/56 


6 


poge 3 shau/a be detached for use as the burial-tronsit permit. 


the registror priar to burial, cremation. or removol, ond in ony event within 72 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 ha 


3 PHYSICIAN'S. 
oa NAME (type)___ Walther H, Sonnenfeldt, M.D Sykesville, Maryland, —ss—s—> 
ghob Tso ammoOn CDT DS ua SSS EE ESS 
¥ To. BURIAL, CREMATION, | 220, DATE THEREOF Zc. NAME OF CEMETERY, OR ° Fd. LOCATION (City awn, oF count (State) 
re Bag ope SP, Odeon, uf 
2 robe, x) dc, REC'D BY REGISPRAR SECIS RS SIGNATURE 
Ci < a tt 
Yue gl Bez oe PAV |CS EZ, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i 9 1 g 4 
9205 CERTIFICATE OF DEATH ; 


1. PLACE eel id 2. ce ig nce (Where deceased lived. 
0. COUNT MARYLAND ©. STATE 


. CITY OR TOWN (if outside sre limits, write | ¢. LENGTH OF ed Ib ca K OR IN (IPoutside corporote limits, write RURAL ond give nearest town] 
orest te 


CGP RURAL ond give : ; 
uA OAS 4 zm. MA AL BVI, 
. peg alla {I not in hospital, give street address) d. STREET ADDRESS e B Ge sue anes 
i BN Hi i Ne ARM: 
geek Ande Howwirat 3300 Yee p Awe EC no 
3. NAME OF First Middle Zh 4. DATE rh Day Veer 
OF ; 
Grit PIN | Sian S 2p Alin. 10 Ww SE 
5, SEX 6, COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] |®. DATE OF BIRTH 9. AGE (In yeors [IFUNDER 1 YEAR] IF UNDER 24 HRS. 
Ke -~ logy pyrthdoy) Doys | Hours] Min 
FE Ww wiboweo f§% ——_olvorceo .30-189-% ¥ yes, (ea 


DECEASED os - — 
ioreemn DRUSILLA DIEHL 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or.foreign couptry) 12, CITIZEN OF WHAT COUNTRY? 
during mos! of workingslife, even if retired) 4 


Hie as inn. Mary Inve 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


DACOB DIEHL Qddie C 


] fr WAS oe par vu. Se _. rp 3 16, SOCIAL SECURITY NO. |17. INFORMANT 
Oe ke fae 
We Ns ve GEORGE GILPIN 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] is INTERVAL BETWEEN. 


PART t. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE {o] 


Pages 1 and 


s after death. 


Then please remave carbon papers. 


) QUE To 


r | 
Conditions, if any, which a fi nionres 


Gove rise to immediote 
cot’se {0}, stoting the under ( OVE TO 
lying couse lost. (¢) 


Parr It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. PASTE 
yes(} No] 


200. ACCIDENT WAS UNDERLYING [) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Part I! of item IB.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. PLACE OF INJURY {Home, form, ; 20f. (City of tow: (Cou Sto 
foctory, street, cHice bldg.. ete) fo ome ee ou. 
7 


td 2 WAL to. ehde._10 _., 19.5 -L,that | lost saw the deceased 
alive on_.1é 5a jeath occurred at32._'? OM, from the causes and on the date stated above. 


ADDRESS, (Street, city or town, stotg) DATE SIGNED 
ns etd al Moen 
SIGNATUR! DD. ., 


nami VAL Dis AiZkKRAVK LIS MDS une koe Mean ter ge * 


Ro. Pate ‘2b. DATE THEREOF ic. NAME OF CEMETERY OR ee Td. LOCATION (City, town, or county) // ej 
H - 
QUPTGE” \G-pPAELC _ Whemorad Moreland Cem Eylimere- at 
73, FUNERAL DIRECTOR'S SIGNATURI 7 ADDRES) ‘2do. REC'D BY REGISTRAR | 24b. REGISTRAR'SAIGNATURE f 
Vows F ot F269 York red 
y MEG CAL eae m1 O10 HCC. Merry “Kee 


JL oa 


, crematian, ar remaval. ond in any event within 72 ho 
MEDICAL CERTIFICATION 
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‘CTOR: After this certificate hos been signed by the attending physician and campletely filled in 


page 3 shauld be detached for use as the burial-transit permit. 


the registrar prior ta buri 


w~< TO HOSPITAL O 
may be rek 
TO FUNERAL 


iS 
= 
35 


ee 
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Mare 


ond 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 91 re 
9206 CERTIFICATE OF DEATH uses 


7. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution Residence before odmistion) 
9. COUNTY ©. STATE b. COUNTY 


Carroll ahah ah Maryland 
b, CITY OR TOWN (I outside corporate limils, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


RURAL ond give nearest town) : ‘ 
i BSyrs, Smos Baltimore City v2 


with 


7] 


i 5 Y 
d. NAME OF HOSPITAL {If not in hospital. give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital Ab pte oa ves] NonK 
3. NAME OF First Middle Lost 4. DATE Yeor 


Doy 
DECEASED fh OF " 
(Type or print) Frances ss Goodyrin DEATH 28 19 56 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIEOHY | 8. DATE OF BIRTH 9. AGE (In years {IF UNDER 1 YEAR) IF UNDER 24 HRS. 
: losy-birthdoy) 
Female White wiboweD [] Divorcep [J 5-1-1891 a yrs. | Roe 


We. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


dori tof working life, even if retired 3 ‘ 1 
luring most of working life, even if retired) YALL Baltimore, Maryland UeSiehs 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William Goodwin Mamie Fersch 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY,NO. | 17. INFORMANT Address 
(Yes, no, oF unknown) (fH yes, give wor or dates of service) é 4 uv 
No 2 Latte Hospital records - Sykesville, Md, 


18, CAUSE OF DEATH [Enter only one cause per line for (0). (b). ond (c)-] INTERVAL BETWEEN 


a ONSET AND DEATH 
PART I. DEATH MESIATY cause 2 Genocarcinoma of uterus with metastasis 


DUE TO 


e funerol director, 


ter death. Poge 4 


“ 
Pages 1 ond 2"should be fi 


ate hos been signed by the ottending physicion and completely 


in 24 hours 
din 


in 72 hours ofter death. 


Then please remove corbon popers. 


/ 


Conditions, if ony, which (o) Diabetes 


gove rise to immediate 
cotse (0), stoting the under: ( OVE TO 
lying cause lost.” ¥ oy 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. pe AG 
. 
yes not] 
20a. ACCIDENT WAS UNDERLYING (] ‘20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ne 


'20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, } 20f. (City or town) (County) (Stote) 
Hour 9. m. While Not while foctory, sireet, office bldg., elc.) ! 
ee W lot work [J at work [J eee ' Pe 


21, | certify that | attended the deceased from. _, 192, to 2-27 19..29,,that | last saw the deceased 
and that death accurred at-1223.0°'M, fram the causes and an the date stated abave. 
ta, ~—< ah Spring reticle ‘pre tote) ea DATE SIGNED 

.D. .---.---aykesville, Maryland 


I or ottending physicion. 
MEDICAL CERTIFICATION 


y the hospitol o 
TOR: After this certifi 


poge 3 should be detoched for use os the burial-tronsit permit. 
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Morrell WN, Mastin, M.D. _ Springfield State Hospi Sykesville, 


a ee 
iio oe Rd. cy TON (Ci mn, oF county) 7 (State) 
O- 1-35 VEL OV OMLE Dee: 
L 


i y, 5 2 REC'D BY REGISTRAR | 24d. REGISTRAR'S SIGNATURE 
| offer Gig. “ CC Klett Z 


the registror prior to burial, cremation, or removal, ond in ony event 


=< TO HOSPITAI 
moy be ret 
TO FUNERAL 


34 
25 


Be 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


09196 
9207 CERTIFICATE OF DEATH 


pee Te Reg. Dist, No. 

+, 3 = eV eR ae bags [oa ol (Where deceased lived. [If institutian: Residence befare admission) 

oO 4 \ a. 

2 ce Carroll MARYLAND |} ° Maryland b COUNTY Howard 

= Be b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn} 

B 55 x RURAL and give nearest tawn) 1 16 4 

2 52 ; 

ee = ty —- - 

< oP = ‘OF HOSPITAL (If nat in haspitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
id “OR INSTITUTION ON A FARM? 
as ves G NOT 
8 3. NAME OF First Middle lon 4. DATE Month Day Year 

(Type or print JOHN Robert HARDING beatH ~— September 26 19 56 


Pog 


9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
last birthday) Win: 


yr. 


_— 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [J] | 8 DATE OF BIRTH 
Male White |wioowet] _—ovorceo) | 1/8/81 


100. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country} 


12, CITIZEN OF WHAT COUNTRY? 


£ 
= during mast of warking life, even if relired) e ? 
: ee i Yeite Maryland USA 
3s 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
4 Robert A, Harding Iuella Dorsey 
o 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 117, INFORMANT Address 
Trex, no, or unknown) 07 1 INF yes, give wor or dotes of service) 
i sv aknown Late Springfield State Hospital records 


Then pleose remove carbon papers. 


18, CAUSE OF DEATH fenter only one cause per line for (0), (b}, and (c-] Psetioty ay Ela! 
PART | DEATIUMBDIATY caust (o_Myocardial infaretion minutes 
os .O DUE TO 
Canditions, if any, which w__Arteriosclerotic Heart Disease 
gave rise to immediate 
case (a), stating the under- ( OVE TO 
lying couse lost. td 
ER SIGNIFICANT Ct FOO: CONTRIBUTING TO QEATH NOT RELATED ET IN, GIVEN IN PART 1: im aed eee 
Chrénte ‘brain syndr’ @ BosotiEted with circulatory d+suurbanee ov 2 
erebra oesclerosis with psychotic reaction eL NODE 


200. ACCIDENT WAS_UNDERLYING o 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part { or Part Il af item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, oP Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (state) 
Have a.m. While. Nat sie Speeey. store; Pree), 
p.m. fat wark [] ot work H 


21. t certify that 1 attended the deceased ee 191935 to__Sept > _,thot | last sow the deceased 
alive on_ Septem nber 26. 19.06___, and that death occurred at_2. R, from the causes ond on the date stated above, 


MEDICAL CERTIFICATION 


TOR: After this certificate has been signed by the ottending physician ond completely filled in 


by the hospito! or ottending physician. 
page 3 should be detoched for use os the buriol-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 hours 
the registror priar to buriol, cremotion, or removal, ond in any event with; 


ADDRESS (Street, city or tawn, stote) “gs, IGNED 
+ / | [Steraton mo. .....opringfield State Hospital TEs Us 
23 NaMeinee, Walther H. Sonnenfeldt, M.D. i Sykesville, Maryland 
3% 72s, BURIAL, CREMATION, 25 DATE ae ge Te. NAMB/OF CEMETERY OR BREMRTORY 2, LOCATION {City. town, arscounty) ate) 
52 Js OVAL (Specify) D “j Wy 
Eo ae EAE MAG Mepttigedt a 
i j LY Aa. ‘9 D BY REC ons eo 4 ee 
Vs. Als (4) 4 oare F’ eetig 
15M 9/55 


dgoth. Poge 4 
fector, aml 


le Funéfal 
should be filed with 


ry 4 


ut 


. Poges 1 ond 


Then please remove 


‘OR: After this certificote hos been signed by the ottending physicion ond completely filled in 


y the hospito! or oltending physicion. 


Ladi 


poge 3 should be detoched for use os the buriol-tronsit permit. 


moy be retoi: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 ho: 
TO FUNERAL 


VS AIS (4) 
15M 9/85 


ge ~ j 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE TStote or foreign country) 


the registrar prior to buriol, cremotion, or removol, ond in ony event within 72 houryofter 


oes, SE een OF HEALTH—BALTEMORE, 18 09197 


20 € 
9918 CERTIFICATE OF DEATH oe 


4 1 pire face 2 psig to site (Where deceased lived. If institution: Residence before admission) 
Salli” of °. : T 
a Carroll MARYLAND Maryland » COUNTY “Balite, Suey. 
if } b. CITY OR TOWN ([f outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town} 
F RURAL ond give nearest tawn) ° 
Ag esville Baltimore, 18 a” 
da. Eee noe (If nat in hospital, give street address) d. STREET ADDRESS. @. pe Gig SS 
IN A FARM’ 
Springfield State Hospital lol The Alameda ves C]_No Bit 
a) NAME £ Fint Middle lost 4. ee Month Doy Year 
iaypeer pond Anne Cecilia HOPKINS veatH §=6s September =.) 19 56 


5. SEX 6. COLOR OR RACE |7. MARRIED (_] NEVER MARRIED XC) B. DATE OF BIRTH 187928 78 9. ree ais ‘pune LYEAR/ IF UNDER 24 HRS. 
4 th in. 
Female White — |wooweotj — ovorceoQ) | December b,/ 160K rales wl eo pea 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A 


durin, most of working life, even if retired) 
File Clerk - Maryland 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


emxel Hopkins Charles M. Hopkins Catherine Hammer 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
{Yes #0, oF unknown}, AIP yes, give wor or dates of service) 
} ete | Springfield State Hospital records. 


18, CAUSE OF DEATH [Enter only one couse per line for (9), (b). ond (c).] 
| PART | DEATH MEDIATE cave ey __ Cerebral hemorrhage 
DUE TO. 
Conditions, if any, aa __ Generalized arteriosclerosis 


INTERVAL BETWEEN 
ONSET AND DEATH 


Saisie (ooniriedicts | Sagan | tee Cure iat neold Ter right femr, reduced, 


cote {0}, stoting the under: 
lying couse lost. {e) 


ra Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0){ 19. pi 

$| C.B.S.associated with generalized arteriosclerosis. ves) Nom 

= |200. ACCIDENT WAS UNDERLYING 24 | 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 

& (08 CONTRIBUTING 1] CAUSE OF DEATH 

© [UF EITHER, NOTIFY MEDICAL EXAMINER) Uninown 

& [0c TIME OF INJURY Month, Day, Year ] 20d. INJURY OCCURRED.» ]20e. SLE Form, $208 (hy or town) (County) (State) 

a Hour 9. m. Whil Not whil 'y. street, office ++ ete. 

: pom Of 31/56 or cre O Stworn pe Home | Balto. City Md. 
21. | certify thot | attended the deceased from 9/11 _ 1996. to Q/TRT , 1998. thot | last saw the deceased 
olive on__Sentember Us __, 19 46 Z,-. and that deoth occurred at _.1300EM, from the causes and on the date stated obove. 

di fy many ff ADORESS (Street, city or town, stote) DATE SIGNED 


Y 
ACTUAL i 
SIGNATURI CA KAI : 


Name tes Edmund Lusthaus, M.D. Sykesville, Mary]: $4 
‘Zc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, tawn, or county) (Stote} 
REMOVAL (Specify) 
B a O 956 New Cathedral Cemt Baltimore, Maryland 
23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do, REC'D BY REGISTR b. REGISTRAR'S SIGD Sf 
Jehn A, Meran 3000 E. Baltimore St. ee OL: / (G96 Manaus Ltir 


‘s °A nvaund 


Dass Dae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
yy 
+ 9209 — ceRTIFICATE OF DEATH 


i 


Reg. Dist, No. 


- ve 
S 3 3 2: bg te eal a beens vor ati (Where deceosed lived. If institution: Residence before admistion) 
& t4 a. b. COUNTY L 
et Carroll bags a Maryland Jor 
2 Se 
‘ S30 b.ciY OR an {if oukide corporate nin, wile. Te. LENGTH OF STAY IN Tb €. CITY OR TOWN (if autside corporote limits, write RURAL ond give nearest town) 
o > ul of jive ne 

3 Es( mx kesvities” Maryland | 2yrs. 10 mos | Takoma Park 
A 2 a3 dé. fs OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
I>. = IR INSTITUTION ON A FARM? 
> pringfield State Hospital 750) Holly Street ves] No Bt 
4 z : ; 
= = 2 pees me First Middle TSRAEL Lost 4. pare Month Day Yeor 
S 23 (Type oF print) Alice Grace bh, DEATH 9 6 1956 
= Ss 5. SEX 6. COLOR OR RACE |7. maneieD(_] NEVER MARRIED [] | & wee ‘OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
= = owt ee Months] Days Min. 
“ é Female wibowed Gy Divorced () _e 6 
$ & 100. USUAL OCCUPATION ica kind rot work apie 10b. KIND OF INESS OR INDUSTRY | 11. pene (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 z during most of working life, even if retired} ae 
Bove housewife Marviand A 
Py a oi 3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

o 
2 8 é 
3 Be Charles int) £ 
= 3 1S, WAS DECEASED EVER IN U: S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT T SPAT, ‘Addrent 

& ind UF yes, give wor or dates of vervice) Za a ' 

. = aa Charles IfffAX 750) Holly St. Takoma Park 

8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (c)-] INTERVAL BETWEEN 

a PART I. DEATH WAS CAUSED BY: OE ee 

a > IMMEDIATE CAUSE (o} ereahra enn 2. foram: 

# Da + DUE TO 

Conditions, if any, which ib) a b n svrnrome,. a3 i2 b 


Ban pare 
Zotialiol, icing tha bas UE TO Clihewhatlery disturbance with pay sebvae 
lying couse last, ¢ 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o] 19. WAS AUTOPSY 
yes] No] 


200. ACCIDENT WAS UNDERLYING E] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) > 
OR CONTRIBUTING EF] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F, (City or town) (County) (Stote) 
Hour 0. fh. While Not whil Gy factory, street, office bldg., etc. iH ' 
p.m. 19 Jot work [7] at work 


21. | certify ia | attended the deceased SS ate 03... 19.28 ta. 9a Oe. 19. BO that | lost saw the deceased 


alive an and that death occurred ot OM, fram the causes and an the date stated abave. 
6-56 ace (Street, city or town, state) DATE SIGNED 


MEDICAL CERTIFICATION, 


scncs TEES 


‘OR: After this certificate has been signed by the ottending physician ond campletely filled in 


poge 3 shauld be detoched far use as the burial-transit permit. 


ATTENDING PHYSICIAN: The law requires that the death certi 


y the haspital ar attending physician. 


the reglstror priar ta burial, crematian, or remaval, and in any event within 72 hours after death. 


AL 
= ACMAL ee C\ De Mt Kat 
zee margins | ores A Vor. Aw 
etd soeep semen essen ne aan een eas 
Fa 4 2 ee NAME OF CEMETERY OR We _ | 224. LOCATIO) ae: county) 
=3 o Po, > T$e2 WP “PA 
S e a 5S Nf bra gh OC CocccehiMG b ME 
- 


om ou Zz. re a Baa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
v5 asa ot GR. ee Pace af WZ vate P-/D-8C | 2 ele 
\k 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 9 1 9 i) 
3210 CERTIFICATE OF DEATH ey Mid 


1. PLACE OF DEATH 2. spit Pet (Where deceased lived. If institution: Residence before admissigh) 
7. COUNTY MARYLAND b. COUNTY 


Howard 


Carro 
b. CITY OR TOWN (IF outside corporate limits, write | c. LENGTH OF STAY IN 1b «. CITY OR Tawa (If autside carporote limits. write RURAL and give nearest town) 
RURAL and give neorest own} 
Sykesville Woodstock ‘ 


|. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 


and 


irectar, 


e funeral 
or 


ter death. Page 4 


# 


Pages 1 and 2 should be filed with 


& OR INSTITUTION ONSA FARM?, 
pring ald yes] noD 


3. NAME OF First Middl : M 
DECEASED og iddle jonth Dey, Year 


ce] 
tore srrnn aus Jenkins 19 66 


S. SEX 6. COLOR OR RACE |7. MARRIED [J NEVER MARRIED [] |8. DATE OF 6IRTH 9. AGE (ln ree IF UNDER TVeAad] iF UNDER 77 HRS. 
fost birthday) Cay rae 
M ry WIDOWED 5} DivoRcED [) ze a8 68 ros 


100. USUAL OCCUPATION (Give kind of work done| 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most af warking life, even if retired) 


a Virginia i 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Hurley Jenkins Judy Smith 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT 
(Yes, no, oF unknown) {IE yes, give wor or dates of varvice) 4 
no Le Records 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b: ~ ().] Ghee tae BETWEEN 


PART I, DEATH WAS CAUSED BY: ID DEATH 
IMMEDIATE CAUSE (0), 


Then please remave carbon papers. 


that the death certificate be execuled within 24 haurs 


Conditians, if any, which 
gove rise ta immediate 
couse (o}, stoting the under- 
lying cause lost. 


ed by the attending physician and campletely filled in 


jires 
ign 


|. AVAS AUTOPSY 
PERFORMED? 


Psychosis arca YES fo}. NO [] 


20a. ACCIDENT WAS. UNDERLYING [2] 2b. DESCRIBE HOW NiURY OCCURRED. tener noture of injury in Part 1 or Port I of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Year /20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, form, | 20f, (City or town) (County) (Stote) 
Hour a. m. While Not while foctaty, street, office bldg., ete.) | 
p.m. lot work [7] ot work [7] ecetaems t ———s 


21. | certify that | ottended the deceased from OS pte 1h. , W9.Sk., to Spite 16... 19.56.,that | lost saw the deceased 
olive ons a) ree 12.56_, ond that death occurred ot R25. AM, from the couses and on the date stated above. 


: After this certificate has been si 
MEDICAL CERTIFICATION, 


ATTENDING PHYSICIAN: The law requ: 


by the hospital a¢ al 


CTOR: 
page 3 shavia be detached far use as the burial-transit permit. 


ADORESS (Street, city or town. stote) DATE SIGNED 
SoNATUR Mr_a. mo... Sykeswilla,. Md. ....___._...____Sptie16,1956 


e 


Kametye) Martin Gross, M.D. 


‘Ro. BURIAL, CREMATION, | 22b. DATE F- SO Ne. y Ve, yp rLee CREMATORY 72d. LOCATION (City, tawn, argcounty) (State) 
F-/F MO ZZae f 
Ze LY CECTEES Lhe 
d " 2 


. YH |. REC'D BY REGISTRAI db. REGISTRAR'S SIGNATURE 
Vs Als (4) Wet GV - fap MOE Hone F— F SO 


15M 9/S5. we 
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may be retai 


TO HOSPITAL 
TO FUNERAL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 A9200 
: 9211 CERTIFICATE OF DEATH inthis 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


peel Same nies ©, STATI Marylend B.COUNTY Baa 4, o.City 


b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 
Sykesville 38yrs.lmos Says Baltimore y 


d. NC rOR {If not in hospitol, give street oddress) d. STREET ADDRESS Pr 1S dpe SA 
. ON iM’ 
Spring? ield State Hospital 300 Dillon Street ves] NOI] 


3. teeeneeo First Middle Last 4. = Month Day Yeor 
otatH = September 21 1956 


e funeral direc’ 
os 


shauld be filed wi 
(= 
* 


fter death: Page 4 


Seer et pirl) Gertrude JONDO 
5. SEX 6. COLOR OR RACE |7. MARRIEDE] NEVER MARRIED [} | 8. CATE OF BIRTH 9 ohgalu Tra IF UNDER 1 YEAR] IF UNDER 24 HRS. 
nnaoy} Me Day 
Female White  |wrowe overceof] | Unknown g sR i ag ee vam: 


40a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
yng most of working life, even if retired) 
ousewife Pennsylvania USA. 


¥3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Unknown Unknown 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
| | Its, 90, gr unknowa) (IF yen, give wor or dates of service) : A 
db ° - - Springfield Hospital records. 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
PART |. OEATH WAS CAUSED BY: ET. +t: tL aL i di ONSET ANORZEATH 
Rio oes to ertensive cardiovascular disease 


DUE TO 


3, if ony, which (by 
to immediote| ea 


cotfse (0), stoting the under 
tying couse lost. > © . 


Di rn iN OTHER SIGNIFICANT arenas CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}]19. ean. 
abete tatoni 
ae ne mentia Praecox, catatonic type. ves] NOX] 
20. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port tl of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
j20c. TIME OF INJURY Month, Day, Year |20d, INJURY OCCURRED | 20e. PLACE OF INJURY {Home, farm. | 20f. (City or town) (County) (Stote) 
Hour 0. m, While Not while foctory, street, office bldg., etc.) i 
p.m, 19 lot wark (J ot work t 


olive on September 20 _, 1256. and thot deoth occurred ot6£30 Am, from the couses ond on the dote stated obove. 
ADDRESS (Sireel, city or town, stote) DATE SIGNED 
haf ; 


spi 21/56 
NAME (Type) ..oykesville, Maryland 


Pages 1 and 


Then please remave carbon papers. 


the registrar priar to burial, crematian, ar removal, and in any event within 72 hours after death. 


+ After this certificate has been signed by the attending physician and campletely filled in tt 
MEDICAL CERTIFICATION 
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TOR 
page 3 should be detached for use as the burial-transit permit. 


2o. ravineaerend Zp. oes THEREOF Zic_,NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or punt irre Gtgte) 
piowigens || Cad. rs-5¢ | pele Prem Berle : "Fal 
23. Fu ERAL DIRECTOR'S SIG} URE 


Yin recat 2do. REC'D BY REGIST 
i, CH ruth 2 soc /sa~b 4, FD > Ge 


< TO HOSPITAL 


g 


SA NvTane 
1 $3 das 


ro 
YS yf 
Uj AWG 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0920 1 
99 EDICAL EXAMINER'S CERTIFICATE OF DEATH ‘ane 


2. USUAL RESIDENCE (Witere deceased lived. If Instjtujian: Residence before odmitsion) 
b. cod f/ 
MARYLAND cA “tog ta At 
¢. UENGTH OF STAY IN Ib | €. CITY OR TOWN (IF cutside carpegate limits, write RURAL ond give nearest town) 
y ‘ : 
Bet AAT a :s x” 


EET ADDRESS : 8. IS RESIDENCE 
G ON A FARM? 


yes [1 NOL 


Doy Year 


* OF . _ 
AEE x 195 © 

ee ‘OLOR oh RACE ez MARRIED [[] NEVER MARRIED EAE OA BIRTH IFUNDER IYEAR| (F UNDER 24 HRS. 

Zn, me || 

haat Auttedo\wrowe 0] orvorceo [J 23/) ve 3 ' 

We USUAL. eae att Give kind af am dane) 10b. KIND hy, USINESS OR INDUSTRY 11. BIRTHALACE (Stole or foreigs igh V2. CITIZEN OF WHAT COURITRY? 

i ame 

hae ff 
Lig JE Yu fitrs i,k Med 
: BSH Mile 
2 Vy /b, 

rad &. 1] fo ie Z lays LOY 


18. CAUSE OF DEATH [Enter only ane cause per le for (a}, (b}. and (c). J INTERVAL Bt 
PART I, DEATH WAS CAUSED BY: q ba al 
IMMEDIATE CAUSE (o} i Lo go 


< 

Mod ue 4 DUE TO 
Conditions, if any aut ES PE ee 
gove rise ta immediat 
(0), stating the Tesriving DUE TO 
eave. Go oe (ope 


PART Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)| 19. eee 


yes(] NO & 


Page 4 should be 
burial, cremation, 


eee ee 


essary, please exe 


e 


File pages 1 and 2 with the registrar priat 


tf any delay 


"" in pencil in Item 18. Give Pages 1, 2, and 3 ta the funeral di 


je Chief Medical Exominer’s Office alang with farm PM3. Page 5 may be retained far yaur 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 


‘0c. EXTERNAL CAUSE WAS. 2b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Part Il af item 18.) 
Aiea «SIF CONTRIBUTING C] 4 
CAUSE EATH. Ai 

SAAS UMN At AA 
20c. TIME OF INJURY Month, Doy, Year 20d. INJURY oOo, |20e. PLACE OF INJURY (Home, et | 1208. (City or town) (County) Wak 


ree While Not while factory, streat, office bidg. 
q- g 19.) (Dot work [] at wore. 


21.4 a that | took charge of the remains described above, held an Autopsy [_], Inspection §J, Inquiry XM. and find that 
‘om: Nature! causes [[], Accident XJ, Suicide [J], Homicide (Undetermined cause []. 


MEDICAL CERTIFICATION, 


Le Ahh AL ot 
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ate, writing the ward “‘pending 


MO. CHIEF MEDICAL EXAMINER [_} no) ea 


ASSISTANT MEDICAL EXAMINER [] GF 5 
NAME Uypat = : AE: DEPUTY MEDICAL EXAMINER TH] ¥ AVE 
felis, CREMATIONS [22b. DAJE THEREQF OF CEMETERY OR ¢ TION (City, 8 Stor 
Visser fac La leat tl Vinal, LA 
At LA Hitt LC LT LE LZ: Sb LOG 
, EZ er oe REC'D BY REGISTRAR | 24b. REGISTRAR'S > 

Vs. AISME(5) We yee AN own ee 
5M9/5S YY TLALML AD Lidge: ge JU bate P—-J/ ei 6 | Af aad Ltuk, 4 


‘ 


farwarded! 


ar removal. 


TO DEPUTY 
cute the c 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1} 9 2) 9 
9213 CERTIFICATE OF DEATH sighs. FO 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmisi¢n) 
Carroll MARYLAND |} 7 Md ® COUN’ Baltimore City 
b, CITY OR TOWN (IF outside corporote limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


RURAL and give nearest town) 


Sykesville 1 yr.& 3mos Baltimore City (12) < , 
é. anes ls de {IF not in hospital, give street address) d. STREET ADDRESS: e. Ea VSS 
Springfield State Hospital 1340 Crofton Road ves (No PY 


3. NAME OF First Middle Lost 4, DATE Month Yeor 


DECEASED OF Bey 
{Type oF paint} LOUISA ELIZABETH KENNEY DEATH September 15, 19 56 
$. SEX 6. COLOR OR RACE [7. MARRIED [1] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthdoy) [Months] Days Min. 
Female White wioowen#z] —soovorceoQ) | May 23, 1873 83s Ba 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS DR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) ae 
Housekee pe e - Maryland U.S.A. 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Frank Holtzner Mary Batchler 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
3 Daughter es 


<i 


1, PLACE OF DEATH 
9. COUNTY 


i funeral director, 


ficate be executed within 24 haurs ‘’ death. Page 4 


Pages 1 and 2 should be filed with 


T¥ex, no. oF unknown) (M1 yen, give wor or dotes of vervies 
No No None Mrs, Ida Kenney Council-1%40 Crofton Rd. ,Balto.12 
18. CAUSE OF DEATH [Enter only one couse per line for (9), (b), and (c)-] INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: Cardiac D ti Che (1) ps Le 
= IMMEDIATE CAUSE (o] ardiac Decompensation 0 month 
“Un ouero Chronic Hypertensive Cardio-vasculer Disease 
Conditions, if ony, sy rn 


ag 
~~ 


Then please remave carbon papers. 


\ 


gove rise to immediote 
cotse (0), stoting the under- ( PUETO 
(). 


lying couse lost. 
Fast ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 1 THETERMINAL DISEASE CONDITION GIVEN IN PART Ho){1P. WAS AUTOPSY 


17,11 CBS assoc, with metabolis disturbance,with senile psychosis ves] no] 
200. ACCIDENT WAS UNDERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in Port t or Port Ul of item 18.) 


OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County} {State} 
Hour o. m, While Noi white factory, street, office bidg., etc.) 4 
p.m. 19 Jot work (J of work H 


21. | certi September15 1956. ..that | last sow the deceased 


alive on__'v 6 2 2 v4_M, from the causes and an the dote stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


‘OR: After this certificate has been signed by the attending physician and completely filled in 
MEDICAL CERTIFICATION 


detached far use as the buricl-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs after deoth. 


iby the hospital or attending physician. 


0: 


ACTUAL 
SIGNATUR' 


MECN Valdis Aizkrauklis 


Qo. RUATALICG 2b. DATE THEREOF 22c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or count {Stofe} 
Buria g/1 8/19 Parkwood (emete Baltimore, Marytlana 


23. EUNERAL DIRECTOR'S SIGNATURI ADDRES: 2a. REC'D BY REGISTRAR] 24b. REGISTRARS SIGNATURE 


MLL CE Che 5505 Hetforg Y). ate FH ALI-SG OC Fe 


may be ret 
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ter death, Page 4 
e funeral director, 


4 


Then please remave carban papers. Pages 1 and 2xhould be fi 


the registrar priar to burial, crematian, or remaval, and in any event 


pf 


'2 hours ofter death. 


‘OR: After this certificate has been signed by the attending physician and campletely filled in 


y the haspital or attending physician. 


. 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours 
page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITAL 
may be retai 
TO FUNERAL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9214 CERTIFICATE OF DEATH neo, vin, LIAB 


bs Le et all 2. te ail (Where deceased lived. If institution: Residence before admission} 
a Carroll MARYLAND Maryland > COUNTY Balto.City 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib «. CITY OR TOWN {if outside corporote limits, write RURAL ond give nearest town} 
RURAL ond aie 299 neorest town) 
esvil 7, Limos e23dp. Baltimore 
d. NAME OF uton {If nat in hospital, give street 127y d, STREET ADDRESS: e, IS RESIDENCE 
& INSTITUT! ON A FARM? 
8p ring field State Hospital Unknown ves) No OF 
3. NAME OF First Middle 4, DATE Manth Day Yeor 
DECEASED OF ‘ 
peep) George KOPOLSKI veath §= September 5 1956 


9. AGE (In years {IF UNDER | YEAR] IF UNDER 24 HRS. 


5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED wa 8. DATE OF BIRTH ; the i 
jos ah Months! Oo, Hi Mii 
Male White wioowen [} _oivorceo ()] 1870 ? "Be al a eS 
100. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ayn most of nes life, even if retired) Vv 
Poland Poland 


13, FATHER'S ee 14. MOTHER'S MAIDEN NAME 


Unknown : Mary - 
1S. WAS es ad JNU. S. ARMED sige! 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
es na, or ankwown) [MF you. give ver or ote of service ; 

No pra Springfield Hospital records. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-} 


PART |. DEATH WAS Avenue io _Arteriosclerogie Heart Disease 


: DUE TO 
Conditions, if any, which (b) 
gove to immediote 
cotse (0), stoting the under: ( OUE TO 
lying couse lost. t 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 


INTERVAL BETWEEN 
ONSET AND DEATH 


ears 


General Arteriosclerosis 


Epilepsy with mental deficiency.  Bronchopneumonia. VSD) NOE 


200. ACCIDENT WAS UNDERLYING C1 (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
‘OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. Hines OF INJURY (Home, farm, 1 20F. (City oF town) (County) {State} 
Hour o.m. While Not ie foctory, street, office bldg., etc.) é 
lol work [_] of work t 


21.1 ae that | attended the deceased fram. ia _ 19.58., toSeptember_5., 1986 that | lost saw the deceased 


MEDICAL CERTIFICATION, 


alive on September 5 1956, and that death accurred at_ 10:35h, fram the causes and an the dete stated abave. 

‘ ‘ADDRESS (Sireet, city oF town, stote) DATE SIGNED 
sittin Lgicddons Ach Aza Prono Springfield State Hospitel 9/5/56 
_Joorss Zawustin 2 J ngustin dei Campo, M.D. Sykesville, Maryland. 


RIAL, CREMATION, [225 QRIAL, CREMATION, | 22. DATE TH yaad Tc, NAME OF ra RY OR eo 23a. LOCATION Cijy. town, or count 7 (Stor 
wii; Been TOR 
ee - = y pe dik fis 5 a eens ‘A 

a dt lean 2 { ii re LA 
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tal 
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essary, plecse exe 
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file: 


File pages 1 ond 2 with the registror priay-fa burial, cremotian, 
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TO DEPUTY: 
cute the 


VS. AISME(5}) 
5m 9755 


MEDICAL CERTIFICATION, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = (}92(}4 
9 21 5 MEDICAL EXAMINER’S CERTIFICATE OF DEATH Waites et. 2¢ 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission). 


aad Bieadl oSTATE Marviend >- COUNTY "Balto. City 


'b. CITY OR TOWN iif outside corporate fimits, write RURAL c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond giva neorest town) 
‘ond give neares! town) 


Sykesville _ 11 days Baltimore 


¢. NAME OF HOSPITAL OR INSTITUTION {ff not in hespitol, give street address) | d. STREET ADDRESS © RESIDENCE 
eld State Hospital 


112), S.Robinson Street vs) NOX] 
First Middle tos! 4. DATE Month Doy Yeor 


‘(lype or print) Naomt Grace KUNSKY Seana September 15 19 56 


5. SEX 6. COLOR OR RACE |7. MARRIED OF NEVER MARRIED oO B. DATE OF BIRTH 9. AGE eee IFUNDER IYEAR! IF UNDER 24 HRS. 
Female White wiooweo[] —vvorceo | August 20, 1918 2 oa ig Rae Pa 
Wa. USUAL OCCUPATION TAS kind of work done] 10, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Waitress Maryland U.S.Ae 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Herman Redmann Margaret Lawson 


io Suny DECEASED is IN pe capes DD aged 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
Se en UE TO Es 
/ 1 No -01-394% Springfield State Hospital records. 


| 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (¢).] InTeaVAL BETWEEN 


PART I. bees Wascaustonr Acute myocardial infarction Minutes: 


pone 
Conditions, if ony, which w__Acute suppurative pancreatitis 


gove rise to immediote couse 


(0), stoting the underlying( OVE TO 
one. to__A Leoholt Years: 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)}]19. pels Wie 
Acute brain syndrome due to alcoholism ves no] 


‘20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part I! of item 1B.) 
PRIMARY C or CONTRIBUTING C] 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form T20F. (City or town) (County) ry 
Hour o6.m. While Not while foctory, street, office bldg... 
p.m, at work [] ot work [] H 


21. ! certify that | took charge af the remains described above, held an Autopsy [3% Inspectian (J, Inquiry [[], and find that 


ya) i 
Mp, CHIEF MEDICAL EXAMINER o DATE SIGNED 


a ASSISTANT MEDICAL EXAMINER [} =¥# 
James T. Marsh, M.De DEPUTY MEDICAL EXAMINER {2 j 4 é Vv 
Zo. BURIAL, CREMATION, [22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY Tad. LOGATION (City, town, or county) (State) 


Barter” 9720/56 Moreland Mem 


Sri ye Ze 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH N9205 


Reg. Dist. No. 


2 ma tga as (Where deceased lived. If institution: Residence before admission) 
b. COUNTY 


ot 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 


days Bethesda 1 
d. NAME OF HOSPITAL (If not in Rene give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
ON A FARM? 


OR INSTITUTION 
OO Bradle Yes (]_No §) 


3. bag ca i i * Month Doy Yeor 


type or prin NICKOLAS CEORGE LaTos | 9 5 56 


5. SEX 6. COLOR OR RACE |7. MARRIED Gi NEVER MARRIED [1] | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] iF UNDER 24 HRS. 


lost birthdoy) [Months] Dar : 
W wipowed [] oivorced (I) 1864, 92 jan os ‘ee | Min. 


10¢, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or fareign country) ij CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) i 
MOY Greece USA 


13. FATHER’S NAME - 14. MOTHER'S MAIDEN NAME 


George Laios UWKWOWM 


95. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. (INFORMANT Address 


}1¥es, no, or unknown} UE yes, give wor or dates of service} “ 
yy WOVE 6 & | Record, Springfield State Hospital, Sykesville 
18, CAUSE OF DEATH {Enter ‘only one couse per line i fo). (b). ond ().] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET: ANDRE ATE 
IMMEDIATE CAUSE (0 


of a. DUE TO 
Conditions, if ony, which o 
gove rise to immediote 
cote (0), stoting the under: (| OUE TO 
lying couse lost. « 
Pant ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19. WAS AUTOPSY 


hronic brain syndrome associated with senile brain disease with psychosif vsQ now 


200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 
OR CONTRIBUTING LC] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
———$—— _________ 
20c. TIME OF INJURY Month, Day, Year }20d. INJURY OCCURRED —} 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., elk ' 
Pm. 19 fot work [] ot work 


21. | certify that | attended the deceased fram___-7/3_. .. 19.56, a .. 19.26. that | last saw the deceased 


alive an_» 9/6 _______ 1256... and that death accurred ot 92354. , fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


aca A 4 Aa RAM LA 4) Zo. Springfield State Hospital 9/5/56. 


fter death. Page 4 
he Funerol directar, 


‘ 


Poges 1 and 2\should be filed with 


fn 24 hours 
led in 


Then pleose remove corbon popers. 


‘OR: After this certificate hos been signed by the ottending physician and completely 
MEDICAL CERTIFICATION 
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poge 3 should be detached for use as the buriol-transit permit. 


TO FUNERAL 


PHYSICIAN'S 
NAME (Type]_JULian Radzyke Me 2 = e,Mary 
‘220. BURIAL, CREMATION, | 22b. DATE THEREOF Re. iE OF CEMETERY @R CREMATORY y) pom (City. town, or fount, 
Oe) ey # : A é 2 
| Lt BT og COLT Z © ZS “PAu (tia 
23. FUNERAL DIRECTOR'S SIGHATURE ADDRESS. _] 240. REC'D BY REGISTRAR y only 
DATE 
eS ee at a he hk 


TO HOSPITA! 
moy be ret 


| 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
A CERTIFICATE OF DEATH 


at 


092 


Reg. Dist. No. 
h 3 Ree 2. tee pearance {Where deceased lived. If institution: Residence before admistion} 
o oe b. COUNTY 
Carroll Ye Marylend Balto,City 


b. CITY OR TOWN (If outside corporote limits, write 
RURAL ond give neorest town) 


¢. LENGTH OF STAY IN Ib | ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 


me funeral director, 


auld be filed with 
sal 


urs gfter death. Page 4 


220. ARuRIAL, Lay ea DATE THEREOF ME OF ee OR CREMP PP, gf county) re 
(es ea Hed. 
23 FUNERAL DIRECIOR'S SIGI ead RE fe eres aa. REC'D BY TEGISTRAR ‘ab, REGISTRAR'S SIGNATURE 
- a “ 
, He Z Aloo ams J Yeg> ot SF. 2. SO| Ode rele) 


kesville 3yrs3llmos;lida. Baltimore . ZL 
£ \ d. pry eise HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS: e. is EDEN 
SS Soringtield State Hospital 2,35 Lakeview Ave. ee) NODE 
3 ce 
— 3. NAME OF First Middle lost 4, DATE Month Doy Yeor 
ze DECEASED OF 
& 2, (1ype oF print Frank LEVINSON path §«=6 September 20 = 1956 
Bh, 
= =e 5. SEX 6. COLOR OR RACE [7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE pean cana TYEAR]|IF UNDER 24 HRS, 
= 2 tf 
er ete Male White wiooweD [] DivorceD PY 1886 yn. aoe (ee pr 
e3 
4 e€ ae 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE ce of foreign country) 12. CITIZEN OF WHAT cone 
Beene ; Po most of working fife, even if retired) table, Reeve 
3 Bcs esser 
3 8 33 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
aa 
ot etees Unknown Unknown 
& 223 1g, WAS DECEASED EVER IN U: S_ ARMED FORCES? [16 oe 17, INFORMANT Kadrens 
266 ~ a, no, oF unknown) IF yes, give wor ot dotes of service) 4 Z 
2 2.8 No - Springfield Hospital records 
& Poe 4 
8 ees I 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
3 23% PART 1. DEATH WAS CAUSED By ‘ 
2% ge MMEDIATY Cast jo.___ br onchopneumonia 
3 Tee DUE TO 
= S2> Conditions, if any. which w__Chronic bronchiectasis 
$s BES goye rise to immediote 
=>. Jenaee cote (o}, stoting the under- ( OVE TO 
Scar lying couse lost. 
Bes ae aYinp Sousa lost. fe) 
z 2 $ 6 a 3 Pat Mt. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}|19. WAS AUTOPSY 
pee z3 )}=] Chro pic Bra Sync ome _2ss0¢ ated with circula bory disturbance, with ve LI NGI 
i = a 0 rea 
ne Hp ACCIDENT WAS UNDERTING Bb. DESCRIGE HOW INIURY OCCUREED. (Enter noture of iy iv For! Tor Por I of Hem TH) 
meee eS Ee 
A gees © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Zstss & |20e TIME OF INJURY Month, Doy, Yeor [20d, INJURY OCCURRED  ]20e. PLACE OF INJURY [Home, form, 120F, (Cily or town) (County) (Stote) 
e5.ve S a Hood roan: While Not while foctory, street, office bldg., te) t i 
Eeicsé = pm, 19 Jot work [] ot work } 
oE,5 4% P 
zes an 21. | certify that | attended the deceased from... _., 1952, oSepte: 
aed ig ‘ 9 
Be aes alive on September 20 12.26, and that death accurred at _S:hOP m, ae the c causes and an the date stated abave. 
pe 8 Bo j f : 4 ADDRESS (Street, city or town, stote) DATE SIGNED. 
<i os : 
<me: SENATOR JUGS no... Springfield State Hospital. 9f2r/6 
Ke) 2 y 
oon es 
£3228 RAE (ype gonenfe Sykesville, Sage a, 
=. ' 
° ot 
eS ee 
ofots 
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| e) nro 


, dds 


award OF HEALTH—BALTIMORE, 18 09207 


ome 


xn 9218 CERTIFICATE OF DEATH Rg Bina 7 
3 = if elt tala 2 pear RESIDENCE (Where deceased lived. If institution: Residence before admission) A 
- 7; b. COUNTY 
32 arroll Maryland MOTE OMOYY spade 
re) b. si OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (if outside corporate limits, write RURAL and give nearest ea) 
5 ¥ URAL Ba nearest town) je bf 
2s ‘S lle, Maryland _10mos, ¥ BAAMETAANY, Baltimore : 
oe, » d. NAME oF HOSPITAL (If not in hospital, give street address} R R ae 
= SR INST : Wetheredsv3 ae 
‘S- Springfield State Hospital a6 eo sod 
e 
o 3. NAME O} First Middle lost 4. DATE Month Day Yeor 
- Bead OF 
- Cyeaioaee ol Mary Emma Lilley DEATH 101956 
é 9. AGE (In years RIF UNDER 24 HRS, 


Min. 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | & DATE OF BIRTH 
Tos aed pe | 
female white |wow gy  vvorceoq] | 6— -21-1871 
Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE {Stote or foreign country) 


during most of working life, even if retired) 
Hou none Maryland 


J 13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 
Emanual E. Pierce Alice V. Triplett 
[aca > akeal Pe ei aaa batimae we 
no PES ee Mt ohn Johnson Ba more, Md 


18, CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c)-] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 


aa sd OF WHAT COUNTRY? 


UL, er 


th. 


IMMEDIATE CAUSE (0 Cereb 
DUE TO 


Conditions, if ony, which 


Then please remave carbon popers. 


toting the under. ( OVE TO 
lying ca Jost. «). 


-transit permit. 


the reglstrar prior to burial, cremation. ar removal, and in ony event within 72 haur: 


icate has been signed by the attending physician and completely filled in 


TTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs gfter death: Page 4 


ADDRESS (Street, city or town, state) 


€ 

iJ 

2 Zz Par I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/I9. WAS AUTOPSY 
ra ) 

€ 3 ves) not) 
2 & |200. ACCIDENT WAS UNDERLYING C]__ | 206. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port lor Port Il of item 18.) 

s & |OR CONTRIBUTING C1 CAUSE OF DEAT 

2 & | ir etter, NOTIFY MEDICAL EXAMINER) 

$s ~ 

cas 5 |20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) (Stote) 
5.2 a Hour a. n. While Not sie factory, street, office bidg., oc) 

3 z = p.m. jot work [] of work 

f 5 21. U certify that | attended the deceased fram____7=Qee______. 1956., to.--10=10___., 19.5G.,that | last sow the deceased 
vs alive on_. 1.9= p= and te death oneed at 11:0 5)0iifram the causes and on the dafe stated abave. 
=o 

~2 


poge 3 shauld be detached for use as the buri 


<, 
<- i RN ee ee s 
a" "4 

£32 NAME type) stin Sykesville, Maryland 
ase Mo. BURIAL, Cen DRT @b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) {(Stote) 

9>5 oa {Specify} 

22 Ward's Chapel Cen. Balto. Co,, Md. 

- 


23. PUNE vi NATURE ‘ADDRE _fh2to RECO-BY REGISTRAR ,/ 
5 wh | Yims G Y b, ¢- Voth) 17 Geel S105 C exer Dog 
Th 3 Va, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ) 
9979 CERTIFICATE OF DEATH H92t 8, L 


= me Reg. Dist. No. 
S 3 $s y Meacr <a DEATH 2 pile phlei eg {Where deceosed lived. If institution: Residence before admission) 
fo 24 my yb.COUNTY U-) 
fy» CAR ROLL mame MALL LDLY AKL 
Sy” b. CITY OR TOWN {If outside Bees limits, write | ¢. LENGTH OF STAY IN Ib | ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
oo HAL | 7 RURAL ond give neorest UE A : 
2 we Hil Mis = UR PA, MESZ OAL TET 
ee: ; ses peice pirat (UF not in hospital, give cae odd d. STREET oases .. 5 RAS 7 
, THON . y4 
S: 4 WLP SAPLDMRE BLL | sto 
First Middle mac 4. DATE Month 


: DECEASED. 4A ME, a, Z LCh APD DEATH SE P7, % SE 


te be executed within 24 hours after decth: Pa 


. COLOR ioe RACE | 7. MARRIED L] NEVER MARRIEO ([] 3 os OF BIRTH A AGE (In years [IF UNDER Tt YEAR] IF UNDER 24 HRS. 
LTE. 8, Jost b ager) Months] Days | Hours | Min. 
wiDoweD [Z}-—~ divorced [] DO £\ yn. 

rs work done] 106, KIND OF BUSINESS OR INDUSTRY a BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
o / 2] 
ro ARM INP UTRY CHRP O22 CO Ab. 
& 13. FATHER’ a NAME 4. MOTHER'S MAIDEN NAME 7 
°o 


9 = £0CKAR | NPR AL ORFLE 
1) | ee ay, 

pani) ieleses —— (OWE L L0CKARD _AESTINUMSTE AMG AD 
18. CAUSE OF DEATH [Enter only one couse per line f (©), ond (8)-] Q N INTERVAI “BETWEEN 


PART 1. DEATH WAS CAUSED BY: ONSEJ AND DEATH 
IMMEDIATE CAUSE (0) 


LLAO, DUE To 
Conditions, if ony. which ty 
gove cise to immediate 
cote (0), stoting the under- ( OUETO 
lying couse lost. ie 


Parr tL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
ves] No 
200, ACCIDENT WAS UNDERLYING C]__ 1206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port HI of item 18.) 
‘OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, form, 1 20F. (City or town) (County) (Stote) 
Hour o. m. While Not while foctory, street, office bldg., ete.) ! 
p.m. 1 lot work (J ot work O] 1 


21. | certify4hot if attended the deceased from. “AQ to =O) alfa 19b5 gAhat | last saw the deceased 


alive on “=a A ey, Nicer \d that death ri Gi nh ay from lhe-causes ood the date stated above, 
(Street, city or town, DATE SIGNE| 


Cp iy 
SGNATUR ZY a se A220. 


5 Man FAS 
— 
PHYSICIAN'S S;, ow a 
NAME (Type) 


Then please remove corbon papers. Pages 1 and 


the registrar prior to burial, cremation, ar remaval, and in any event 


cate hos been signed by the attending physicion and completely filled in 


nding physician. 


MEDICAL CERTIFICATION: 
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page 3 shauld be detached for use os the burial-transit permit. 


so, 

= 23 

Fs Pd |720. BURIAL, CREMATION, "oy ya" LS [ec alae The. NAME OF CEMETERY ides 72d. LOCATION (City, town, or sounty) {Stote) 
SD R A e. 

aes YepnclTi Hike | hpi Bb bbisle MD 

Lc! 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


BAD Qa) tte 9-F 01) Alaris 


‘AL, OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours,ofter death. Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9191 CERTIFICATE OF DEATH 


= 


9209 


18. CAUSE OF DEATH [Enter only one cause per line for eo tb), ond (c).] TERY BETWEEN 


PART t, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o] 


WAS Reg. Dist. No. 
z 3 _ 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before edmission) 
= ti ESSARY Carroll MARYLAND 0. STATE Maryland b. COUNTY Carroll 
° r b. CITY OR TOWN (If outside ao limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, weite RURAL ond give nearest town) 
3 RURAL and give nearest 
32 estminster life Westminster 
22 d. NAME OF HOSPITAL {if not in hospital, give street address) d. STREET ADDRESS a 5 RESIDENCE 
ca 174 Penna. Ave. 174 Penna Ave. ves L] NO 
Be 
£6 3. NAME OF First Middle Lost 4, DATE nth Day Yeor 
25 ype or print) Margaret Ann Massicot DEATH sept’ Ed 19 56 
>o 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE {In 2 RIF UNDER 24 HRS. 
id ni 
oe Female Wnite |wooweolk owvorceog |Octe 24, 1870 85 rah a a ee ae. 
E ‘4 10a. pe OCCUPATION (Give kind (is ose ers 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
durin 
oe rodwewere’e" | own Home Westminster,Maryland USA 
re] . 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
$8 George A. Chrest Jane Fowler 
8 i WAS yee rem Ce bh pe 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
jes 96. ef vrknewn eich see. ode at os) 
£ no ened ae Mrs. Mary Eckard Westminster, Mde 
8 
a 
$ 
= 


DUE TO 


d 


ote hos been signed by the attending physic’ 


€ 
8 
o 
i 
8 
2 
x 
g 
< 
£ 
Fi 
is 
5 
& 
ge Conditions, if ony, which 
Eo gove rise to immediote 
gs cotfse (o}, stoting the under- (| OVE TO 
ea 0 lying couse lost. tc) 
scee pe Ty 
Bess ra Parr Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING. TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T[o) 19. WAS AUTOPSY 
Scere = Q 
£333 3 yes] NojA 
= ss! a 
Poe = | 20. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
me & | OR CONTRIBUTING L CAUSE OF DEATH 
ees © | UF EITHER, NOTIFY MEDICAL EXAMINER) 
o5es & [2c TIME OF INJURY “Month, Doy, Yeor ]20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, her ‘@ (City oF town} (County) (Stote) 
5.2 es Fy Hour 0. m. While Not while foctory, street, office bldg., etc.) 
sie 2 p.m. Ww jot work [7] ot work [7] 
peat ss Lb 
gen< 21. | certify that | gttended the deceased frome [07 , wae to LE Z—--., W5Ks,that | last saw the deceased 
Zes 3 
ee 3 3 alive onic Se ;-. and th¢f death occurred ath M, rom the causes and on the date stated above. 
~OBo 
Bibs oie UAL 
Se: 2 SIGNATURI M0, 
x7 a . 
35 
#eg2 MaKANS Charles R. Foutz, 148 W. Main St. Westminster, lid. 
a ee 4 TE wea ee ee ee ee en on 
3 33 = = Ro. oy pies 22. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
rI or 
= Pe 32 PEL” | 1 9420—56 St. John's Catholic Westminster, Maryland 
e F 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 2da. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
aS Ae is) John R. Byers Westminster, Mde pate, oy ‘| the srect _tf2Z “4 


Re 
= 
Se 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 9 2] t) 
9220 CERTIFICATE OF DEATH 


od 


ie ae < Reg. Dist. No. 
s ¢ 5 ( Ri \ 1. PLACE OF DEATH 2) USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmissidn) 
2 \ bab bu °. b. COUNTY : 
2. , Carroll MARYLAND "Marylend Balto, City 
oe b. CITY OR TOWN (IF outside corporate fimits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
$5 : RURAL and give a town} 2 " 
GS 4A| Sykesv: b8y ; 8mos 315day# Baltimore v Y 
"4 d. NAME OF en {If not in hospitol, give street aS d. STREET ADDRESS e. 1S RESIDENCE 
. OR INSTITUTION ON A FARM? 
a pringfield State Hospital Unknown yes (] NOE 
iC S 3. NAME OF First Middle tast 4. DATE Month Doy Yeor 
23 (Type or print) Anton MIKUS DEATH September 7 1956 
2 5. SEX 6, COLOR OR RACE 7. MARRIED] NEVER MARRIED B. DATE OF BIRTH 9. POD a if UNDER 1 YEAR] IF UNDER 24 HRS. 
ngindoy) Day Min. 
Male White wiooweo [] pivorceo [] Unknown a yes. (uae asim Liceel th 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINES: R INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12, CINIZEN OF WHAT COUNTRY? 
during mos! of working life, even if retired) C 
Unknown C. Lithuania Lithuania 


14. MOTHER'S MAIDEN NAME 


Unknown 


17. INFORMANT Address 


Springfield Hospital records. 


fter death. 


Unknown 


1$. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. Grt NO. 
{er no, oF unknowa) {IN yes, give wor oF dates of service! 


Ts, CAUSE OF DEATH [Enter only one cause per line For (0), (b), ond (c)-] 


ram ean, waswEBA,, Gastrointestinal hemorrhage 


7 5. DUE TO 


INTERVAL BETWEEN 


Wee's DEATH 


Then please remove corbon papers. 
Gul 
bomrf 


the registrar priar ta burial, cremation, ar removal, and in ony event within 7, 


Gastro-intestinal neoplasm 


Conditions, if ony, which i 
gove rise lo immediole 


cotfie (0), stoting the under. ( DUE TO 

lying couse fost. {e). 
Paar 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo) }19. Pe He Coles 
Schizophrenia, catatonia type; Bronchopneumonia. yes] NOX] 


ate has been signed by the attending physicion ond completely 


200. ACCIDENT est UNDERLYING 1]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port { or Port II of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
'20c, TIME OF INJURY Month, ne Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour 0. m. White Not viters factoty, street, office bidg., ee) 
p.m. fot work [] at work 


a. certify thot | ottended the deceosed from_ _, to_ September 7 19.56.,thot | lost saw the deceased 
olive on..Septamber 6, 1256... ond thot deoth occurred at_2230AM, from the couses and on the date stoted above. 


MEDICAL CERTIFICATION 


TTENDING PHYSICIAN: The law requires thot the decth certificate be executed within 24 haurs ofter death. Pay 


y the hospital ar attending physician. 


CTOR: After this cert 
page 3 shauld be detached far use os the buriol-tronsit permit. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
- / wo. ...Springfield State Hospital ____9/7/56_ 
te pen es i ie 
$32 7d. tOCAl Sony yen, or county) {Stote 
re int Lhef ZA 22 Lhi gl - 
Pate 24a, REC'D BY REGISTRAR 2a. REGISTRARS SIGNATURE 
ae et hn Fe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9221 CERTIFICATE OF DEATH 


onl 


9211 


Reg. Dist. No. 


ei 
3 > i 1. PLACE OF DEATH 2. USUAL RESICENCE (Where deceased lived. If institution: Residence befare cdmission) 
few Esco Carroll County marvano || °°" Maryland SUT Carroll 
Be b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town} 
ga RURAL ond give neorest town) 
52 Manchester 3 Yrs. Manchester 
o D |. NAME OF aaa {If not in hospifol, give street address} d. STREET ADDRESS e. . RESIDENCE 
a QR INSTITUTION ON A FARM? 
. Westminster 7 Westminster St ves] Not] 
3. pe aa First Middle Lost 4. pe Month Day Year 
(Type oF print) Charles BE. Monath can September 2 195 6 
S. SEX 6. COLOR OR RACE | 7. MARRIED Ea] NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE (In yeors TE UNDER 24 HRS. 
lost birthday) 
Male White |wioowoQ  ovoreoQ | Mar 4, 1875 eae [ash] Beg | Mow oY 


Ww, TTR {Stole or foreign country) 3 CITIZEN OF WHAT COUNTRY? 


ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs after death. Page 4 


) 
£§ 
a 
2 
= s 
=o 
ze 
ate 
etd 
a 
Se 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
< 
82% F during most of working life, even if retired) 
ves | Farmer Cranberr: Maryland 
Shs 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Bae 
° o + * 2 
Bisia Christian Monath Krenzer 
ee 
£2 8 1g, WAS DECEASED EVER IN U: S- ARMED FORCES? [¥6, SOCIAL SECURITY NO. [17. INFORMANT 7 Westminster st 
5 
aS P16-22-9639| Mrs.Marian Monath, Manchester, Md 
3 BE 18, CAUSE OF DEATH [Enter onl Tine fo INTERVAL BET 
<8 . ly one couse per line for (a), (), ond (c\f} VY), BETWEEN 
2a PART I. DEATH WAS CAUSED 8 G+ OPEL SN EAI 
Bost IMMEDIATE CAUSE fo 989 O_O MCE 
2 SE / . y 
=£FX \ DUE TO 7 
eae Conditions, if ony, which : 4 — A : ! 
= ) le 
QZEO gove rise to immediote 
6a cottse (0), stoting the under. ( DUE TO 
¢= =? lying couse lost. te. 
as 
wes2 5 Part Il. OTHER SIGNIFICANT CONDITI@NS CONTRIBUTINGAO DEATH BUT NOT peJATED TO THE TERMINA DISEASE CONDITION GIVEN IN PAB?V(o)|19. WAS AUTOPSY 
Bieter e y 7 7 2 ory ate 
2% & ry Yes [J NO 
agoo v CALE + = 
£Se g 
= Fy eS 
ooBs © [[200. ACCIDENT WAS UNDFRLY! 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nojére of injury/in ort | or Port Il of item 16, 
33 ry & 7 OR CONTRIBUTING [) CAU; IF Dt 
eves & UF EITHER, NOTIFY Mil EXAMINA) 
% 2 
$66 & |20c. TIME OF INJURY Manth, Year | 20d. INJURY OCCURRED _}@0e. PLACE OF INJURY [ieme, form, | 20f. (City or town (County) (tote) 
55.9 
Debs 3 Hour 0. m. While Not wie factory, street, hes tee es omtce Bs. etc. 4 
need g p.m. ea Tae ET, dl 
ae La 
320g 21. 1 certify.that | attended the decee fror 6, 19._-.. ‘ y ie an , 194_& that | last saw the deceased 
e, -_ 
ie 3 33 ative on. a. aes Ps +5 that death occurred wo An, from the causes and on the date stated above. 
£ ws : : 
mo Bia / = Le V/ ADDR . 
85 ACTUAL 2 
sah: 5 SIGNATURES Lael MALY WD ce 2k Mee ener tae ee ae er ee ee 
5 Qo 
23235 raysicia _ [Rares Ay q ele 5 
La eos ee eS eee ee 
& £2°9 | 220. BURIAL, CREMATION, | Z Siatrem | Tib. DATE THEREOF] Zle. NAME OF CEMETERY OR CREMATORY E , town, ar county) (Stote) 
258° ers specify} é 
= SRP y = Bt. Davids Cemetery York Count Pa. 
2? Pps 6-5 a PS do. a BY REGISTRAR ene; y 
VS ANS {4) MY 
18M 9/SS LL POM a ad ite acres 


_ 


< 

ii 3 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7° 9 

ae CERTIFICATE ae is 
a 9299 CER OF DEATH 
—_ Reg. Dist. No.. 
°o 
2 7. PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 
oo 
ae MARYLAND. STATE ‘Z goes ¢ 14 BR. eZ 
£ CITY = (if outside corporet: ils, write RURAL LENGTH OF STAY CITY = [It dufside c rete limits, write RURAL end give 
y OR end give neares! ay (ip this plece) OR , 
< TOWN TOWN / Se & 

3 Ee = biti 

_3 STREET ADDRESS STPEET 1 BL Wy ST. ig 

I % 3. NAME OF | (First) (Middle) Test} ‘a. DATE (Monin) Dey) {Yeer) 

5 OF 
2 (Type or Print) c S é ”) / DEATH Sy E Tas / ‘a 
3, SK 5 COLOR OR 7 wow BARRED, @. DATE OF BIRTH 9. AGE len birthday [IF UNDER 1 YEAR [IF UNDER 24 Fiks, eeealrs 
_" . Month: De Hours | Min. 
- Cok. (Specify) 2/uH/ 18 GE GL woe | | | ae 
We. USUAL OCCUPATION (Give kind of ao 10b. KIND Su iBUSINESS, BIRTHPLACE (Stete of foreign country) 12. CITIZEN OF WHAT 


done during most of working fife, even if OR INI 


~ 


DOMES TiC 


| iF 


LAY, 


13. IER’S NAME 


OBE, WONES 


70 AVP memes 8 
DORSE 


| CoRA 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 
(Yes, no, 4, unk,} (if Yes, glve wer or dates of service} 
A 


/ 


Al A 


INSTRUCTIONS 


16. SOCIAL SECURITY NO. 


I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEAT, oe 
IMMEDIATE CAUSE tA) fA Cus? 


17. 


INFORMANT & ADDRESS. z 
Lee Us gre 


? [4 J] LF. Ay Dy) 
- INTERVAL BETWEEN 


' ONSET AND DEATH 
to Gters- 


ANTECEDENT CAUsE(s) DUE TO 
DISEASES OR CONDITIONS, IF ANY, 


3) 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, DUE TO 
Ber ee per) 
II OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH, 


1e. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION 


i=) 


20. AUTOPSY? 
yes [] NO 


2ib, PLACE (Home, farm, fectory, 
OF INJURY street, office bidg., etc.) 


OR CONTRIBUTING [] CAUSE OF DEATH 


2le. ACCIDENT WAS UNDERLYING [] | 
(tf EITHER, NOTIFY MEDICAL EXAMINER) 


PHYSICIAN OR HOSPITAL: The law requires that the death certific: 


22. I hereby certify that | attended the deceased from... 


cate assembly should be detached for use as a burial transit permit. 


| 2c, WHERE DID INJURY OCCUR? (City or town) (County) {Stete) 


, and that Aeatie Bee at... oe ALAIN, 


M.D. 


Zid, TIME OF INJURY (Month) (Dey} (Yeer) (Hour}| 2ie. INJURY OCCURRED ‘21. HOW DID INJURY OCCUR? 
While Not while 
M._|_ at work et work Oo 


, 9A®., 10... 


eZ 


cone ve oe a 19.5. that | last saw the deceased 
M, from cist causes and on the date stated above. 


ADDRESS (Strecl, city, town, stole) DATE SIGNED 
KYA 


certificate has been executed by the attending physician and completely filled in by the funeral director, the third copy of this 


The bottom copy may be retained by the hospital or attending physician. 


8 
o 
= 
iy 
ao 


Se 


NAME OF CEMETERY OR CREMATORY 


|MT OW VE 


LOCATION (City, town, of county) 


FREDERICK Co, 


(Stete) 


212. 


TO FUNERAL DIRECTOR: The law requires that the death certificate be filed with the registrar within 72 hours after death. After this 


ro armel 


REC'D BY pee a 


2/5 


SIGNATURE 


‘25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 092 \ 3 


MED GAL EXAMINE "S$ CERTIFICATE OF DEATH 
bs § 9222. S R m4 ~265-56 et Reg, Dist. No. 7¢ 
>» 2 
£2 &/ \ |), PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If imtitution Residence before admission) 
8 * 0. COUNTY : » f 
23 8\ ij Carroll. marviano || ° STE yo rvlend meee 
ze oe NY CITY OR TOWN unde epee nin wat URAL Te, LENGTH OF STAY IN 1B] ¢. CITY OR TOWN (IF ouhide corporote limi, write RURAL ond give nearat town) 
oo 5 K Peaiesicosr=! “ , 
go 6 ; Baltimore Via td 
3 rie . 
& a 25 | Sere HOSPITAL OR INSTITUTION (If not in horpitol, give sireet address) di. STREET ADDRESS \ is RESIDENCE 
> Sa ~ gy 
eek pringfield State Hospital 223 S. Durham Street ves) NOO 
soe. 
ag . NAME OF 7 Middle Lost 4. DATE ‘Month De ye 
Boss * Beteasto oe oF - % ra 
rite (Type of print) ohn Pe phd’ 9 1 1956 
5 
nike 6, COLOR OR RACE |7- MARRIED [3] NEVER MARRIED []| 8. DATE OF ouRTH hes are IFUNDER TYEAR] iF UNDER 24 HRS. 
meee 
ne Mf Dh widoweo[) ——pvorceo 1) yn. 
Sa bs 10, USUAL OCCUPATION (Give kid ‘of work done] 0b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or Foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Baa during most of working life, even if retired) Yv 
Bbee aborer Russia 
Sar pe 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ee 
sieiais ? Petrakov Unknown 
8 gu 
Rep, gz TS. WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. 17, INFORMANT nddress 
Aa Be (es. wi unknown} {if yes, give wor or doles of service) 
€ oat lo 
mene ’ 
5am 
$04 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c).] ONSET AND DEATH 
or mn 
2 © 
g58g TTL DUE TO 
oc=s er P 
ces conditions, if ony, which ) 
2S es gove rise to immediote coure 
2gs5 (0), sloting the underlying DUE TO 
2 oe a couse fost. (- 
acca z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART 1()]19. WAS AUTOPSY 
oat ce 
L2EO> rE yes] NOT] 
E542 o 
tise © |200, EXTERNAL CAUSE WAS 206. DESCRIBE HOW INJURY OCCURRED. (Enter nalure of injury in Port | or Port I of item 18.) 
caes & | PRIMARY C) of CONTRIBUTING 
ZL ER 5 | CAUSE OF DEATH, Hanged self from tree. 
ea3 3 [20e. TE OF INIURY “Month, Dey, Year [20d. INSURY OCCURRED 20. PLACE OF INJURY (Home, form, T 208. (City oF town) (County) (Stole) 
e as 2 eer sea While Not while foctory, street, office bldg., etc.) | 
Z £39 = p.m Unknown 19 __|ot work [] ot work Ot eld i Carroll Md. 
af2 é 21. 1 certify that 1 taak charge of the pera described abave, held an Autopsy Inspection (J, Inquiry ([], and find that 
wee [2X Accident [], Suicide [xj, Hamicide [1], Undetermined cause []. 
235 e oma 
Loe TE SIONED 
Be maip, CHIEF MEDICAL EXAMINER [7] Ba 
Se ore ASSISTANT MEDICAL EXAMINER [3 o/b /56 
3 
5 £2 = 8 NAME (lees) Da serin, MeD DEPUTY MEDICAL EXAMINER [7] 
a2iBt Tie. BORIAL, CREMATION, [22b, DATE THEREOF ac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
Sa} i 
er" 2 Pl IP — {9 ST. ANbORAW'S CB =, faithman 
VS. AISME(S) 9 is i ee 
5M 9/55 joa: B = LLé 


SCA NviNs 


ey Te dds 


Banas 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 9214 
9994 CERTIFICATE OF DEATH ase 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a, COUNTY (A MARYLAND 1 b. COUNTY, 


= 


led with 


limits, write RURAL and give nearest town) 


WL ae ; y 

d. STREET ADORESS @. 1S RESIDENCE + 
‘ON A FARM? 

ves (] No §3~ 


3. NAME OF First ies 40 lost 4. ag Yenth: Day Year 


= 
DECEASED ie 
(Type or print) A VE iS — me ff SEatH Lg A 2 9 SG 
5. SEX 6. COLOR QR RACE |7. —— ary MARRIED [] |B. DATE OF nny 9. AGE (In yea RJIF UNDER 24 HRS. 
Pl out OY] ey th: at Mi 
wivowen ~~ oivorceo [] hisih PO +8 F¥0 Riel alee gee ye 
10o. a OCCUPATION (Give kind of work done] 10b. KIND G Me: BUSINESS OR INDUSTRY, a BIRTHPLACE (State or Wits, couppry) 12. CITIZEN OF WHAT COUNTRY? 
“er pettyof working life, even if retired) M4, hhh /. y) lus 4 
EH Pret ba. dl /, 
By Pesta La Wa 
15. WAS oo ee eit FORCES? |16, "ZL, SECURITY NO. aes T 
(Yes, no, oF unknown), or Lie" service} VA N ii if 
. 2 A - Gtom 6) Va/ 


1B. CAUSE OF DEATH seer! only one couse per line for cid {b), ond {c).} ~s TERVAL BETWEEN 


PARTI. —_— WAS CAUSED BY: INSET AZ DEATH 
y IMMEDIATE CAUSE (0) td 
é Y 


\ DUE TO 


ter death: Page 4 
e Funeral directar, 


Lett 1 tj 
d. NAME OF HOSPITAL (If not in hospit 
OR INSTITUTION 


e 


Then please remove carbon papers. Poges | and 2 should be 


the registror priar ta buriol, cremotian, or remaval, and in any event within 72 hours ofter death. 


Conditions, if any, which (bj 


Past Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. ee oe 


MED? 
yes] not] 
20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor }20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County} (State) 
Hour o. n. While Not is foctory, street, office bldg., etc.) § 
pom. lat work [7] at work H 


2.1 ons that | oD the ey? a en ithe to Segal. + VERA 124_Grthat | lost saw the deceased 
alive on. gal ply Maes wk ‘pp and that death ja at. 3 4t_M, from the causes and on the date stated above. 


Zz 
Q 
= 
5 
= 
& 
& 
tv] 
S 
a 
o 
= 


: After this certificate hos been signed by the attending physician ond completely filled in b' 


ENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hours 


the haspital or ottending physician. 


page 3 shauld be detached far use as the burial-tronsit permit. 


E=o ADDRESS (Street, city or town, state) y SIGNED 
* actuat ef. ee, 
4 — — —< 
Ze PHYSICIAN'S i = iy ys: 
= eg NAME (Type) = i nae d 4 a — Raa SO ee Ie 2 Oe cd Ed ee 
422 5 Td. LOCAFION (Gi¥y, tpwn. or county) Ste) 
a ed \ “be, Cf yy LB 
oe ‘2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

ALS (4) f % 
wis! Parga 161 1 10 Ve AML 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


WI215 


ol 


au 
” gos CERTIFICATE OF DEATH aghnalte 7 
3 = i a Cou 2. eee (Where deceased lived. If institution: Residence before admission) 
52 lt ae. Carroll MARYLAND || °° Maryland b- COUNTY Garroll 685 
Be b. CITY OR TOWN (If ouhtide corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
52 , RURAL ond give nearest town) 
33 Sykesville 17 days Woodsboro 
"aed d. pa aS oa {IF not in hospitol, give street oddress) d. STREET ADDRESS e. ON A FAR , 
Ee ringfield State Hospital, Oak Hill,Woodsboro vesL] NOTA 


ond 


3. NAME OF First Middle Lost 4. DATE Mgnth af 
Pie orien Horace Daniel Rade1if |" Shr, 3 3 SG 
Cats 
so S. SEX 6. COLOR OR RACE |7. marRIED [7] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years RIF ona 24, HRS. 
3 har white “ an pret 6/83 | it eigen Months] Doys Min. 
3 ec widowed [] olvorceo 1] VES Fas. 


Wa. USUAL OCCUPATION (Give kind of work done| 0b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign country) 112, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) a 6 Ot 
Store keeper Su dte deere bis Maryland DeSales 

13. FATHER'S NAME 14. MOTHER’: y MAIDEN NAME 


Daniel S.Radcliff q Margaret “han, er/ 


hi 1$. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
J Tet. no, oF vaknown) (UF yes, give wor or dates of service) 
no Hospital records. 


1B. CAUSE Of DEATH [Enter only one couse per line for (0), (b). ond (c).] 


PART NEAT ait onuer _ Arteriosclerobie cardio vascular disease 


DUE TO 


Conditions, if ony, which w Generalized arteriosclerosis 
gove rise to immediote 


cotse (0), stoting the under- { OVE TO 
tying couse lost. a 
Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO oe TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 


Chronic syndrome agpociated th cir ulat ory disturbances with cexe rT No Gt 


Ze. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOw fh TURY OCCURRED. {Enter nature of injury in Port | or Port 11 of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ee 
0c. TIME OF INJURY” Month, Dey, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, 120 (City or towa) {County} (Store) 
Hour 0, m. While Not while foctory, street, office bidg., etc.) 
p.m, 19 lot work [1] ot work [] H 


21. | certify that | attended the sag ilaee ~.,that | last sow the deceased 


INTERVAL BETWEEN 
ONSET AND DEATH 
years 


that the death certificate be executed within 24 haurs pfter death. Page 4 
Then op! 


jires 


MEDICAL CERTIFICATION 


y the hospital ar attending physician. 


TTENDING PHYSICIAN: The low requ’ 


be detached for use as the burial-tronsit permit. 
the registrar prior to burial, crematian, or remaval, ond in any event within 72 hours after death. 


alive an_9=30—=56 te eee 5 -M, fram the causes and an the date stated above. 
¢ ADDRESS (Street, city or town, stote) DATE song 

< L i = SH 
 t ein & Spingtint Tate fala, SO 
2333 Naas “Agustin del Campoem,D, fer fad cheat Mathes Lee ma 
58 ray 220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac. NAME OF CEMETERY GR-EREMATORY 7d. LOCATION (City, town, 2 county) {Stote) 
2258 REMOVAL (Specify) } : 
oepe Purse, LM FH, 19 5G Ardea. [ts na 
er 23. FUNERAL DIRECTOR'S SIGNATURE 8 Pat tain ca a0 
eters a Aho bh Ys Ind. __lom 30h, last CC Benne 2 Mex 


oa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 9 9 i 6 
9226 CERTIFICATE OF DEATH 


eae Reg. Dist. No. 
$ Me 1 PLACE OF £ DEATH 2. USUAL RESIDENCE {Where deceosed lived. If institution: Residence before admission) 
apes re i : Carroll MARYLANO Mae BicouNTY” “Genre ly! 
£3 F fii ) b. ne TOWN (If outside corporote limits, write |e. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
$ 23 4 st" Westtinster 32 Years Rural Westminster 
& y 2 da. sar HOSPITAL (If not in hospitol, give street oddress) | d. STREET ADDRESS e. ERE 
‘i: oT Amber Gember vege] No] 
= 5 3. NAME OF Fint Middle lost 4. Date ionth C= Yeor 
ie {Type or print) John William Reese Stam SE pte e 8 19 06 
& 5. SEX 6. COLOR OR RACE }7. MARRIED RK] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE {In rp ial UNDER 24 HRS. 
¢ Male White |wioweG _oworceo | Jan. 15,1876 ee | ees co Pave ate: 
Se 10a. Phila catego ae eles eee 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a3 ; “Barner Farming Maryland USA 
a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
% Francis We Reese Jane Coppersmith 


7 15. WAS DECEASED EVER IN U. $. ARMED FORCES? 16. SOCIAL SECURITY NO. }.17, INFORMANT Address 
foe eer Mom emer et) | 21 61084865 Mrs. John We Reese Westminster, Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ().] Ce Ae ee 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


fs DUE TO 


Then pleose remove 


Conditions, if any, which (6) 
gow ise to immedicte 

cause (0), stoting the under, ( DUE TO 
lying couse lost. t 


Pant Il. OTHER SIGNIFICANT CONDITIONS. 


1, ond in any event within 72 hoy, 


ronsit permit. 


. WAS AUTOPSY 
PERFORMED? 


ves] NO) 


RIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) {7 


200. ACCIDENT WA‘ ORG ote oO 20b. DESCRIBE HOW INJURY OCCURR [Enter nature of injury in Port I or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DI 
(IF EITHER, NOTIFY MEDICAL E: 


20e, TIME OF INJURY Month, “Year ]20d. INJURY OCCURRED PLACE OF INJURY (Home, form, 120F, (City or town) = (County) (tote) 
ote et ee a kiea = We mi foctory, street, aioe ero ie) —s 
p.m. jot work [-] ot work i 


BZ 


jis certificate has been signed by the ottending physicion ond completely 


or attending physician. 


= 
Q 
5 
= 
a 
o 
ie 
py, 
= 
a 
8 
3 
= 


‘ENDING PHYSICIAN: The law requires thot the death certificote be executed within 24 hours 


ee ik, 
gs 21. | certify that Lape ” eased ees 9 _, to. ~27 @___..,that | last saw the deceased 
re alive on__ 72. 2, 12____-.., and that death occurred ot A » from the causes and on the date stated above. 
E32 


¥ 


poge 3 should be detoched far use os the burial-t 


the reglstror prior to buriol, crematian, or remova 


=o b 

233 moms / Vanes GP). oe G 

g3 Fd ‘Fo. BURIAL, Fienn ‘Zib, DATE THEREOF Re. eee OF CEMETERY OR CREMATOR 22d. LOCATION (City, town, or county) (Stote) 

zee BHtET” |Sept.11,56 Mt. Pleasant Carroll Co. Md. 

eae 23, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS Ma 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

Yes ) | J.E.Myers Ire Westminster, . pate G-) /- pl pans Ge é. 


[ola MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 UJele 
Q CERTIFICATE OF DEATH lathe oe? 


wnt 


CTOR: After this cer! 
be detached for use as the burial 


by the haspita! ar a 


< eae 
eur 1, PLACE OF DEATH 2 USUAL 5 {Where deceased lived. IF institution; Residence before odmissioh) 
fi ay 0. COUNTY Carroll anon || zeae aryland b. COUNTY 
Pulser Me b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest Se 
8 $2 RURAL ond oe Reorest town) 1 2 Baltimore ‘ 
° $2 “~/\1 Sykesville, Ma yre < MOS. z aa 
. es 
£ ee 4 il d. pais alec dass {If not in hospitol, give street address) d. STREET ADDRESS e Pa Phe Se 
5 
5 Springfield State Hospital 1054 Lerew Way ves} NO) 
eal 3. NAME OF First Middle fost ‘4, OATE Month ey Yeor 
a By fiype or print) Anna Mary Reuttinger SeaTH Sept. 6 15 56 
3 = 
z >o 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
sleet lost birthday) Days | Hours] Min. 
me 2s Female White = |woowen _ovorceo 1-22-90 ee es) 
2 e8. Ya, USUAL OCCUPATION (Give kind of work done] 105. KIND OF BY5 ee, ‘OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 5 as3 / during most of working life, even if retired) 
Bees Housewife Maryland U.S.A. 
3 ° 3 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
cee 
eee Frank Lubbehusen Sueana Cooper 
2 £e8 15, WAS DECEASEDEVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. [17, INFORMANT ‘Address 
5 ace A) | Prengp.jor untnoyn) UF yes, give wor of dates of service} WoupitaluResents 
ete iS APES = P. 
g ess 18, CAUSE OF DEATH [Enter only one couse pes line For (2), (6). ond (c).} INTERVAL BETWEEN 
2 220% PART I. DEATH WAS CAUSED BY: cuhG oneshinle fh 
kes Ores oe TMMEDIATE CAUSE (0) one-half hour 
2225 
>, £e 2 DUE TO { Several 
3 3 * 
= Bes Conditions, if ony, which Ss Chrsan e 
$s BES gove rise to immediote 
ae A cotse (0), stoting the under. ( OVE TO 
gets lying couse lost. © 
egss Zz Pat I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Wo]]19. WAS # ee 
ROS = 
£338 s Involutional Psychotic Reaction ves] Nop 
ao2o uv 5 
25 5 = 200. ACCIDENT WAS UNDERLYING (]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
gear & | or CONTRIBUTING [J CAUSE OF DEATH 
cess  ](F EITHER, NOTIFY MEDICAL EXAMINER) 
§ & }20c. TIME OF INJURY Month, Day, Year [20d, INJURY OCCURRED [20e. PLACE OF INJURY iHome, farm, 120. (City or town) (County) (Stote) 
3 B Hour a.m, While Not while factory, street, office bidg.,, etc.) t 
& = p.m. jot work ot work =) H 
& 
2 
al 
E-) 
ig 
& 
a 
* 
2 
b 
2 
© 
= 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re 


21.1 certify that | attended the deceased fram... -- 19%..22_,that | last saw the deceased 
olive on____,.--- 926 19.56 __, ond thot Soa decanted at_23.20 _AM, fram the causes and an the date stated above. 
i A Re - 5 ADDRESS (Street, city or town, stote) DATE SIGNED 
x SGWitone__ Ut >... Springfield State Hospital 9/6/56 _ 
Po 
eas CRSANS §=Valdis Aizkrauklis Sykesville, Maryland 
ee Ld RE 
B30 Wo. BURIAL, CREMATION, | 225, DATE er punty) (Stote} 
sp R BHMPVAL (Speci) SO a 
E58 C2661 LZ A AM EFEL Via 
e 


73. FUNERAL DIRECTOR'S wie re EL 13 oy, 24a. REC'D BY Smarr [ 2a. REGISTRAR’S SIGNATURE 


DATE £9“ b| © Hfett- 


at, ae STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9228 CERTIFICATE OF DEATH 


oad 


we 


< ve 
> 3 $ a PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
2 °. b. COUNTY 
. 3 = 7 Carrol MARYLAND Maryland 
= By b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond i nearest town) 
$&>\— 41 =“Bykeaviiie”” 27% monthi Baltimore, Md 
§2 re \ tL 
ae 9 
2,20 d. oy pei (If nat in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
i INS ON A FARM? 
«. gtield State Hospital 6 Gough St, EO) Moly 
ce 
died 3. NAME OF First Middle Lest 4. DATE Month Ooy Yeor 
en DECEASED F 
ae (ype or print) Elizabeth Schultz beatH =September 14 16 
~o 5. SEX 6. COLOR OR RACE | 7. MaRRiEO [] NEVER MARRIED [[] | 8. DATE OF BIRTH 9 See IF UNDER TYEAR]IF UNDER 24 HRS. 
At 
E Female | White |wiooweoGf oworceog | 4=ll~1878 ae ee ae a 
a 10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g F during most of working life, even if retired) 
/ Housewife Maryland, USA USA 
c \ 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
oO 
\ } Benjamin Groskote Maggie 
2 1S. WAS DECEASEDEVER IN U. $. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
— 1Yes, no. oF unknown} {If yes, give wor or dates of service! 
2 . 
5 pen Jamin p Z%»_ 3504, FI 3 B 
2 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (<)-] me INTERVAL BETWEEN 
a PART |. DEATH Wi 
§ CEA TH MESA Ecce to Acute Heart Failure 
e Uf QUE TO 
Conditions, if eny, which Arteriesclerosis 


gove rise to immediote 


cose fo}, stoting the under- ( OVE TO 
lying couse lost. ey 
Pat W. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o} | 19. Risa 
2s ass with Disturb. of Metaboliem,Growth or Nutr,with Senile Brain Dis¢aset] xo 
20a. ACCIDENT WAS UNDERLYING 20p-Dtskris Q cea, PVG Fi Port } or Port I! of item 18.} 
OF CONTRIBUTING EL CAUSE OF DEATH Peychotic Pee ewes enn former eae 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, <_ Year | 20d. INJURY OCCURRED 2e. yEAck OF INJURY IHome, form, | 20f. (City or town) {County) {Stote) 
Hour a. m. While Not wt foctory. street, office bldg., etc.) | 
p.m. lot work [[] ot work t 


21. | certify that | attended the deceased from. Pa » 195k, to__Sep13--..-.. 16... that | last saw the deceased 


alive on______Se@p-3.3-_-.-_., 12§6____, and that death occurred wee -M, from the causes and on the date pe aes 


| or attending physician. 
MEDICAL CERTIFICATION, 


y the haspital o 
TOR: After this certificate has been signed by the ottending physician and comple! 


be detached far use os the burial-transit permit. 
the registrar prior to burial, cremation, ar remaval, and in any event within 72 hafrs gis feath. 


& 


TO HOSFITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hour 


3 ! 
o 
Zw (Stote) 
~5 
e Aha Jor 
be 
VS ANS (4) 
Baws 


Cal 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ag 9 2 0) 
» 9299 CERTIFICATE OF DEATH PT Nes 


peresyran Arence WAT pear Spt = 19 56 


f SEX 6 COLOR OR RACE |7. marRieD [] NEVER MARRIED fe] | 8 DATE OF BIRTH 9 AGE (ia peor EUNDER | TEAR/IF UNDER 24 HRS. 
| i 2 lost birthdoy) [Months] Days | Hours Min, 
{ = % wipowen (J Divorceo [J i 6H; 


Wo. USUAL OCCUPATION 


aS: a \ 
& 3? Mi \[). PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institulion: Residence before odmision) 
8. a. 
& 58 Carroll MARYLAND Ma * OU ee 
—£ Sy b. CITY OR TOWN (If outside corporate limits, write | c, LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
8 3 ’ RURAL and give nearest town} 
> $2 ys esville 8 y a more y t 
eaee ‘Jd. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS fe. 3 RESIDENCE 
ae * OR INSTITUTION A; ON A FARM? | 
aS 

2 pring : ity. Hospita ofirmary ves [)_NO fg 

5 3. NAME OF Fins Middle lost 4. DATE Month Day Year 

s DECEASED F 

ct] 

a 

So 

2 


ficote be executed within 24 haurs 


ONSET AND DEATH 


pat 


PART |. DEATH WAS CAUSED BY: a : 4 - : 7 - we 
r IMMEDIATE CAUSE (o]_Cononary- ooeLusion — Sse 
DuE TO 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (<)-] ee BETWEEN 


s 
& kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Q Ea during most of working life, even if retired) 
3 / ahore Fe Richmond, Va USeAe 
8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
8 
g Rove of Rosa Candle 
3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
H (Yes, eiged" (It yes, give war or dates of vervice) Zz 
A 
g = = Records o pringfield State Hospital 
8 
a 
c 
S 
= 
i 


Canditions, if any, which (6) 4 — 
gave tise ta immediote 


tating the under. ( OVETO 


cause (a), 
tying cause Jost, {c). 

Past il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. fedod oN St 
Psychosis with cerebral arteriosclerosis yes []_ NO 


20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port { ar Port It of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) memes 


- 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —{ 20e. PLACE OF INJURY (Home, form, | 20f. (City or lown} (County) (Stole) 
Hour oo. n. While Not while foclory, sireet, office bldg., etc.) ! 
(ea: semtemn 19 fot work [J ot work [J a ' os 


21. | certify that | attended the deceased from Aug, 12. 19.48_, ta _Spt,3__....., 1956 _,that | last saw the deceased 
alive on__Spt,.2 a5 wes, and that death occurred at.2:3. 5A M, fram the causes and an the date stated above. 


' ADORESS (Street, city or town, state) DATE SIGNED 
tte “Do rv _,, Springfield State Hoare PLE, 


‘OR: After this certificate has been signed by the attending physicion ond completely filled in b™ 


page 3 should be detached for use os the burial-tronsit permit. 
MEDICAL CERTIFICATION: 


ENDING PHYSICIAN: The low requires thot the deoth certi 


TT 


y the hospitol or ottending physician. 


the reglstrar prior to burial, cremotion, or removol, and in ony event within 72 hours ofter death. 


26 PHYSICIAN'S 
eg NAME (Type) Martin Gross, MeDe eae e.-Ud 
5 kegs. 8 ee eee TS 
8 32 Ro. sua AG Wb. DATE THEREOF ‘Wc. NAME OF CEMETERY OK CREMATORY Wd. LOCATION (City. town, or counly) (Stote) 
sD P 
3 ee uri ¢ 9 6 Ma y Cemetery Richmond ginia 
- 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2d. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


YE A150) John 0, Mitchell & Sons 1900 Futaw Place oat G- 3-SC | 0 Hetty 


__ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (99.94 
. 9230 CERTIFICATE OF DEATH Ragioielts me 


2 eas RESIDENCE (Where deceased lived. if institution: Residence before admission) 
oO. b. COUNTY 
Maryland Balto. Count; 


1, PLACE OF DEATH 
Carroll ae 


. COUNTY 


ter death. Page 4 


a) 4 b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

5 B Ns RURAL ond give nearest town} ; A 

2 \|_ Sykesville 28 days Baltimore, Zone 21 

= 22 af d. NAME OF HOSPITAL (If not in hospital, give street oddress} d, STREET ADDRESS @. 1S RESIDENCE 
> 3 OR INSTITUTION n ON A FARM? 

ee 6 Back River Neck Rd. ves C]_NO 
2 

= 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
e Cree ie Grace Virginia Edwards SEVIER Siam September 20 19 96 
8 5. SEX 6. COLOR OR RACE |7. MARRIED [of NEVER MARRIED 1 | 8 OATE oF sirtH i years IF UNDER 24 HRS. 
o 3! 6 hday) Min. 
fi Female White — |wioweoQ —_—oworceot | July 6, 1902 yt. ; 
a 10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
s i during most of working life, even if retired) 
c Housewife - Maryland U.S.A. 
3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
° 
) Arthur Edwards Anna DeBruler 
5 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
— 7 (Yes. no. oF unknown) (It yes, give war ar dates of vervice) 
Pian | y No - Springfield State Hospital records. 
fe. 18, CAUSE OF DEATH [Enter only one couse per line For (0), (b), ond (c).] INTERVAL BETWEEN 
a a PART 1, DEATH WAS CAUSED BY: 
§ z IMMEDIATE CAUSE (o Peritonitis Hours 
2 f : 
- DUE TO 


Conditions, if ony, which 
goye tise to immediate 
cotse (a), stoting the under- 
lying couse lost. 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}] 19. Netonbor 


Congenital atrial septal defect. Schizophrenic reaction,catatonic type. | ves] noo 


20a, ACCIDENT Negi eres {2} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part { or Part II of item 18.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY Home, form, , 20f. (City or town) (County) (Stote) 
Hour a.m. While Not while factory, street, office bidg., etc.) ! 
p.m. 19 fot work (7 ot work J { - 


21. | certify that | attended the deceased fram August 22, _, 1926 _, to September 201956 thot t tost saw the deceased 
alive anseptember 20, _ 12.56, and that death accurred at_2 2PM, from the causes and an the date stated above. ' 
? ( ADDRESS (Street, city or town, stote) DATE SIGNED 


no, Springfield State Hospital ____ 9/21/56 _~ 


permit. 


MEDICAL CERTIFICATION 


‘OR: After this certificate has been signed by the attending physician and campletely filled in 


y the hospital ar attending physician. 


PHYSICIAN'S 


¢ 
3 
3 
3 
5 
3 
£ 
x 
8 
& 
= 
Es 
3 
7 
$ 
é 
> 
Fr 
S 
oe 
2 
€ 
6 
x} 
2 
6 
E 
& 
i) 
€ 
= 
: 
S 
3 
a 
3B 
fq 
8 
& 
a 
‘4 
oD 
i 
2 
= 


< 
— 
io 
> 
a 
e 
3 
8 
3 
3 
Ro 
2 
o 
£ 
S 
2 
o 
ao) 
» 
2B 
a] 
3 
3 
a 
” 
e 
3 


TO HOSPITAL CR ATTENDING PHYSICIAN: The low requires thal the death certificate be executed within 24 haurs 


8 
es NAME (fyee)__Walther H. Sonnenfeldt, M Sykesville, Maryland _.....------cccecccmeues wae 
sy Tio. BURIAL CREMATION, 2b. DATE THEREOF 2c, MAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) ; 
>> ‘AL (Speci A Se: pA 
ag Bree, Suh.2y-56| GHnee,, Cake Chae Pred Z 
i 23. F Ha, REC:D BY REGISTRAR, | 24b. REGISTRAR'S S19 Lf 
Vs AIS (4) KIS y, Z L ?- are ale °) ' g oy 
a La ¥) = = = = om oe ae aw PAE 
“ees 7 v WA, 


$A nvaund 


9cél 


Maro 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 9222 
- 923 1 CERTIFICATE OF DEATH Rep. Dist. No, 7 ¢ 


1. PLACE OF pee 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 


2: COUNT ol] oSIATE Maryland b. COUNTY 


b. CITY OR TOWN (If outside corporate limits, write [¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outtide corporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest town} 


Rural - Sykesville Baltimore City YOl~% 


d ay posera’ (If nat in haspitat, give street address) d. STREET ADDRESS e * CA ie 
INS U INA FAS 
‘Springfield State Hospital 832 5. Bond Street ves] Now) 
3. NAME OF First Middle lost 4. aad Month Day Yeor 


DECEASED eres BeaTH September 27 196 


SET TH 
5. SEX 6. COLOR OR RACE 17. MARRIED] Never MARRIED ra 8. DATE OF BIRTH % AGE Mtn ears PELUSIOER AU VEARTIF UNCER 2 HS 24 HRS. 
lost birthdoy] 
male white wioweo[# —owvorceot] | August 3, 1903 53 om. 


10a. USUAL OCCUPATION (Give kind of work ia 10b. KIND OF BUSINESS OR eile BIRTHPLACE (Stofe or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


ps most of working life, even if retired 
Baltimore, Maryland United States 


al 


Ine funeral director, 
“should be filed with 


Pages 1 ong? 
(3 


ter death. Page 4 


¢ 


Sheet metal worker _ 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


levin J. Smith Margaret Carew 


FET en ee eee en 16. SOCIAL SECURITY NO. |17, INFORMANT Address Sykesville, Md. 
I no Sad unknown Records of Springfield State Hospital 


18. CAUSE OF DEATH [Enter onty one cause per line for (a), (b}. ond (e)-] (NTERVAL BETWEEN 


PART DEATH MEDIATE cause (o___Cerebral hemorrha utes 


DUE TO 


Conditions, if ony, which Central nervous system syphilis 


ove rise to immediate 
cote (a), stoting the under. ¢ OUE TO 
lying couse tost, = 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} / 19. Wes ae 
Psychosis with syphilitic meningo—encephalitis - years ves) Nog] 
200, ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port It of item 18.) 

OR CONTRIBUTING O] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) — 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘Ze. PLACE OF INJURY iHome, farm, 1 20F. (City oF town) (County) {Stote) 
Hour oo. m, While Not wile factory, street, office bidg., etc.) 
um 19 lot WERE] ot work oat H om 


21. | certify that | attended the deceased from.Febs.26.___., 19. Sh, to Sent. 27 , 19.56_,that | last saw the deceased 


alive on__Sepths 27. = 1256... and that death occurred at_B.2)iSPM, fram the causes and an the date stated above. 
ADDRESS (Street, city or lown, state) DATE SIGNED. 


SENATUR Vase. mo. Springfield State Hospital 


PHYSICIAN'S 


NAME (Type)_ Martin Sykesville, Maryland 


aay Tewois i MA) ce ara NAME-OF CEMETERY OR i. 72d. YOSATIO! wy: ity, town, oF covkty) (Stote) 
REM vi gi 
ti [Sb hd 
ra FUNERAL Sa N == ‘ADDRESS nongy a kal 
LEP 3024 Clea Ey a 
(a a ae ee A _ eee (LE 2 


urs after death. 


Then please remave carbon papers. 


MEDICAL CERTIFICATION 


y the haspital or attending physician. 
ECTOR: After this certificate has been signed by the attending physician ond completely filled in b 


poge 3 shaulo be detached for use os the burial-tronsit permit. 
the registrar prior to burial, cremation, or remavol, and in any event with 


moy be retai 
TO FUNERAL D| 


3 
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oe 
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| 1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 9 y) sy 
9232 CERTIFICATE OF DEATH oF ay 


Schizophrenia, hebephrenic type. ves] xoO 


20a. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port It of item 18.) 
OR CONTRIBUTING LC) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Riser fatrnt While Not while factory, street, office bldg., etc.) 4 
Pm. 19 Jot work [1] of work [J H 


21. | certify that | ottended the deceased from__July J, , 19.50., to_September..23956 that | lost saw the deceased 
olive on September 23, 196, ond thot degth occurred ot. 50A M, from the causes ond on the date stoted above. 
; ‘ ADDRESS (Sireet, city or town, stote) DATE SIGNED 


mo... Springfield State Hospital 9f/2n/56 


ing physician. 


MEDICAL CERTIFICATION 


a. ie 
a 3 =F \ iF hee a pips (Where deceased lived. If institution: Residence before admission) 
2 2/ os ‘ a o b. COUNTY “ 
= Carroll ae Maryland Balto,Cit; 
, Sm } 
£ Be } b. CITY OR TOWN (If outside corporate limils, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If oulside corporote limits, write RURAL ond give neares! town) 
4 4 . 
§ ss ‘ RURAL ond give neorest town) * 
Car kes P L8yrs;7mos ; 3days Baltimore . A 
2 ee ‘d. NAME OF HOSPITAL {If not in hospitol, give street address) ‘d. STREET ADDRESS. e. is RESIDENCE v4 
[3 oa “ 2 q 
oe: Springfield State Hospital 1100-8. Paca Ste ves C1] No TR 
3a e¢ ry . 
'- SS 3. NAME OF First Middle last 4. DATE Month Doy Year 
Ue DECEASED OF 
& 23 (Type oF print) Robert E. SMITH beatH = September 23 1956 
ae. Mal. . vias hes Hours | Min. 
Sy e White wioowen [] Divorced [] 17591879 ; ‘ 
0 a2 4 
2 a a 10a, USUAL OCCUPATION (Give kind of work done| 0b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 8 g , during most of working life, even if retired) U 9 A 
S) ote Woodworker - Georgia ete 
a . 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
$ 38 : Bokoosor i 
B Sed Uj Yadeastitx John Smith Louise Deitchman 
e 2 e ‘ WAS. seh = M.S. ee Relies 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
a (es, FO. OF unknown), Tif yes, give wor or dates of service! _ 2 
SS of No - none - Springfield Hospital records. 
2 8 18. CAUSE OF DEATH [Enter only one cause per line for (0). (b). ond (¢).} i ANSI aEhy 
=a ; 5 
- pa SL See ocardial infarction anutes 
22 
£f QUE TO 
ale Conditions, if ony, which w» Arteriosclerotic heart disease. 
ge Gove rise to immediote 
sé co¥se (0), stoting the under. ( CUETO 
3s lying couse lost. (G) 
Z Z 
3 Part Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO_ DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo) ] 19. Mesto Mian 
a 
8 
2 
a 
g 
5 
§ 
z 
2 
< 
e 
° 
6 


by the haspitol ar otter 


hin Hf len 


¥ 


PHYSICIAN'S 
NAME (Type)__| CE SVLLLE ys soy teane 


fo. oie ern ic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
REMOV, P 
Bari 9/27/56 Western Cem Balto, Ma 


a 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS (\\D- Taso. REC'D BY REGISTRAR | 24b. REGISTRAR'S SJGWATURE p 
caiaied rh WM. J. TICKNER & SONS - Balto. 17, Mae (QX [ee aacd Dvr Vers 
2 EZ La | LS’ a ieee ee ere GSE er mT ae 


< 
7. 
s 
SG 
. 
a 
& 
s 
= 
% 
= 
s 
3 
rf 
> 
FS 
5 
cS 
uu 
26 
pes 
33 
pape) 
Se 
5 
me 
£5 
we 
le 
go 
Se 
. o 
bs 
pour 
[J 
£e 
g 5 
ba 
o 
oe 
-2:) 
wD a 
> 
oo 
as 
oo 
gt 
az 


may be reta 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death 
TO FUNERAL 


Gant 712 


| 
: 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 92 2 4 


9933 CERTIFICATE OF DEATH we 


Reg. Dist. No.. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 


COUNTY Carroll MARYLAND stare Me coury Baltimore 


oe (if outsida corporate fimits, writa RURAL LENGTH OF STAY CITY (If outside corporeta limits, write RURAL and giva neerest town) 
and give neeres! town) (in this placa) 


Town Sykesville 6 days fown Glyndon,Ma. 


HOSPITAL OR STREET (if rural giva location) 
INSTITUTION OR ADDRESS 


street address Grand View Nursing Home Glyndon Ave. 


3. NAME OF (First) (middie) (tasi) 4. DATE (Month) {Day} (Yaar) 
DECEASED 


Meee “pkanond” EB. Smith BeatH Sept .16,1956 


SEX 6. COLOR OR 7. SINGLE, MARRIED, 8. DATE OF BIRTH | 9. AGE last birthday IF UNDER 1 YEAR |iF UNDER 24 HRS. 


i 
i 
24 hours after death. 


>< 


\ 


5. 
Female | white iebingte  lAug.18,1885 71 [Months | Devs | Hous | in. 


yrs. 
Wa, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS | Ti BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
INTRY ? 


ied in by the funeral director, the third copy of this 


death certificate assembly should be detached for use as a buriai transit permit. 


VS AISC 1-55 10M — 


ath certificate be executed 


done during most of workin: » aven If OR INDUSTRY 


retired) Art Teacher Mar y land ¥: 8 * 


13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 


Thomas Walsh Smith Mary Elizabeth Leas 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT & ADDRESS 
(Yag,.no, or unk.) | (if Yes, give war or datas of service) 
tor | Mrs.Ira Wales,Glyndon,Md. 


16. MEDICAL CERTIFICATION INTERVAL BETWEEN 
T DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


Dalat avacttrecaie ia LymphobLastoma 3 yrs. 7mos. 


ANTECEDENT CAUSE(s) DUE TO 


DISEASES OR CONDITIONS, IF ANY, (8) 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST. DUE TO 


(c) 
1 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 


TO THE DEATH BUT NOT RELATED TO THE 1, 
BISEASE OR CONDITION CAUSING DEATH.. Hypertensive c-V Disease 17 yrs, 
1a, DATE OF OPERATION 19b, MAJOR FINDINGS OF OPERATION | 20._AUTOPSY? 
~13=56 @ient Follicular Lymphoblastoma ves []_No Ex 
Zia, ACCIDENT WAS UNDERLYING ae Zi, PLACE (Home, farm, factory, Zie. WHERE DID INJURY OCCUR? (City or town) (County) (State) 
OR CONTRIBUTING [1 CAUSE OF 2 OF INJURY, strest, ofice bid. etc.) 
(IF EITHER, NOTIFY RSicAt LAG alle none 
2d. TIME OF INJURY (Month) - Waar) (Hour) | 218, INJURY OCCURRED 21, HOW DID INJURY OCCUR? 


none a Lowes CAR hone 
22, | hereby certify that | pi tae the deceased from... 20-25. aes to. 9=16.,. dates, 19..22..., that | last saw the deceased 
alive on.. ar “12. . and that death occurred at. M, from the causes and on the date stated above. 
BIGNA’ URE bi ADDRESS (Street, city, town, stete) DATE SIGNED 
ee a... a mo, Hanover Rd, ,Reisterstown, Md. 9-17-56 
23. ws CREMATION, DATE THEREOF NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county) (Stata) 
REMOVAL (SPECIFY) 


Burial Sept « 18/56| Druid Ridge Pikesville,Mda. 


. REC'D BY REGISTRAR 25, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 


J.F.Eline & Sons, Reisterstown, Mae 


ae 
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certificate has been execufed by the attending physician and completely 


TO ATT! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 092 95 


_ 


oa: 
9192 CERTIFICATE OF DEATH wee TP 
3 38 —————— =e as 
% 23 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceored lived. If institution: Residence before edmision) 
© 52 -—~ |” ARROLL manviano || STATE D. BSCOUN aa 7 
bs ny 
£9 Bee Be b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c, CITY OR TOWN (IF outside corporate limits, write RURAL and give nearest town} 
9 sf Wu URAL ond give nearest town) 
Hy, ; bya TPN S TIER 
=. 4 rs d, NAME OF HOSPITAL (If nat in haspitat, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
oe: OR INSTITUTION ON A FARM? 
, : = 
is ol PALPH 6 LT RALPH S Te eo soe 
2 
5 3. NAME OF First on lost 4. DATE Month cy Yer 
- DECEASED —_ “| 3 
: ieee fo MP PTA SPENCER| Hm See7 2 95 le 
3 5. SEX 6. COLOR OR RACE 7. MARRIED [] ao Ee ge ig) DATE OF BIRTH 9. AGE (In or TF UNDER } YEAR| IF UNDER 24 HRS. 
lost biel y] He Min. 
5 wipowep E] Divorced [] CHI/- | g ], yrs. ee | op a 
ie Ta. USUAL OCCUPATION tot kind of work done] 106. KIND OF BUSINESS OR Et - mnie CHAI or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3% ) dyring most of working life, even if retired) Mp UO 
cu “NO FAA pA & ~ . zi 
3 s 13. FATHER'S NAME J 14. MOTHER'S MAIDEN NAME 
8s . ay —) C ir C B ‘ 
ge tf O A : D, a4 = i A A IX 
33 — Tf, WAS DECEASED EVER IN U: 8. ARMED FORCES? |16, SOCIAL SECURITY NO. 17, INFORMANT Addie! 
e2 a front wrmiga ieee ata ome | oS j ae %GTPALPH S7, 
s I ) A c ays 
° 
8 1B, CAUSE OF DEATH (Enter only one couse perApeyfor (a). (b) id (eh) INTERVAL BETWEEN’ 
e PART |. DEATH WAS CAUSED BY: 4 / 7 Ceca aN SEAND PEATE 
§ IMMEDIATE CAUSE (0 MLA feg Lt 
iss & DUE TO = Lh Fi A 
Conditions, if eny, which a QLa2ac’, 


gave rise to immediate y) 
cause (0), stoting the under. ( OUETO = iy, 4 Ap S $ty 
tying couse lost. (¢ “ 7 [FI fee tte cemy 

Past Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL PAGE ASE CONDITION GIVEN IN PART I{a)| 19. Myo ead 


MED? 


ves] not] 


200. aaa eat hee INDERLYING C] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part I af item 18.) 
OR CONTRIBU CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, a Yeor ]20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) (State) 
Hour a. ft. While Not “i foctory, treet, office bldg., etc.) t 
p.m. lot work [7] at wark fj 


21.1 mig frat | aptended the deceased from_. oe J w/ At. 53, tor te® bs Lign-A/ 1996,., that | last saw the deceased 
alive on. A279 r/ ee 19x52, and that death eared at Le. Tras Ss 


{/ L, 


Q 
Sins UZ Crate fect 


MEDICAL CERTIFICATION 


ram the causes ang on the date stated abave. 
DATE SIGNED 
dad YAU 
PHYSICIAN'S 
NAME (Type! ae ee ee ne eas eee. 


= se 

g 

rs We. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (tate) 

E: ~5 Were s [sy DIMOU EPpy. ortlo. Mp. 
‘ADDRESS 5 / 


24a. REC'D BY REGISTRAR | 24b. eee: 'S SIGNATURE oe 
pate 9- Qt fol EE vO. A 


‘OR: After this certificate has been signed by the attending physician and campletely filled in 


detached far use as the burial-transit permit. 
¢ ta burial, crematian, ar remaval, and in any event witha 


y the hospital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 
page 3 shau! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 92 26 
9234 CERTIFICATE OF DEATH ae watee 


ee ee 
. PLACE OF DEATH 2 pos vaplend a {Where deceated fived. If institution: Residence before admission) 


x 
fa 0. COUNTY MARYLAND t b. COUNTY an 
ati 


b. CITY OR rowel a outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR pe {If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest er) 
nwoo 
d. NAME OF HOSPITAL (lf pat in eon give street nae d. creer ADDRESS @. IS RESIDENCE 
‘OR INSTITUTION ON A FARM? 
yes] no 


3. NAME OF First Middl 4. DATE af 
Hane irs idle Lost eA Month Oay ‘eor 


(Type or print) He OD man DEATH Se ember 19 6 


a & COLOR OR RACE [7. mannieD [] NEVER MARRIE | & Date oF BiRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Ni MARRIED: lost birthdoy) [Months Days Min. 
1 Whi wipowep G} Divorced [] anua © Pps. 


100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ae mott of working life, even if retired) 
Own hom le and Us8 whe 


pork 
2. FATHER'S Re 14, MOTHER'S MAIDEN NAME 


ow 


ie funeral directar, 


Her death: Page 4 
‘hould be filed with 


+ 


Pages 1 and 


death. 


ohn W. Ba Mary Alice Nusbaum 


1S. WAS DECEASED EVER IN U. 3 ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Yet, 0. oF unknown) {IE yes, give wor or doles of service) 
no ha s pielit Linwood, Maryland 


V8, CAUSE OF DEATH [Enter only one covge per dice fof (0), (bond (C).}y 0 INTERVAL seTween, 
PART 1, DEATH WAS CAUSED BY: ‘ ih J 
IMMEDIATE CAUSE 16: rN LNA NAO sd 


DUE TO ee Ae ” Ce ULQO ay, 


Conditions, if ony, which . 
gove rise to immediote 
couse (0), stoting the ynder ( OVE TO 


lying couse fost. a 
Past W!, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo) 19. Ba AUTOPSY 


FORMED? 
yes] NO i 

200, ACCIDENT WAS UNDERLYING [) | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 

OR CONTRIBUTING C] CAUSE OF DEATH 

{IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Yeor ]20d. INJURY OCCURRED [206. PLACE OF INJURY {Home, Farm, i. {City oF town) (County) (Stole) 

Hour 0. 1. While __ Not tig factory, street, office bldg., etc.) 
p.m. jot work [[] of work a 4 


=\Mifrom fhe causes and an t! 
PDRESS (Street, city gr town, stote) 


Then please remave corban papers. 


nding physician. 


CTOR: After this certificate hos been signed by the attending physician and campletely filled in 
MEDICAL CERTIFICATION: 
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by the hospital ar 


F 
page 3 shauld be detached far use as the buriol-transit permit. 
the reglstrar priar ta burial, cremotian, ar removal, ond in any event within 72 ha 


may be retoi 
TO FUNERAL 


1720. BURIAL, CREMATION, | 22b. BURIAL, CREMATION, ‘DATE THEREOF] 2c NAME OF CEN NAME OF cement OR Let. 22d. LOCATION (City, town, or county) {Stote) 
Lg) veil f 
Linwood, Carroll, Maryland 


24a. ey REGISTRAR ‘D4. REGISTRAR'S SIGNATURE &- 
f 
oate 7 Ah Pig.gdatf ete 


¢ 


‘© HOSPITAL 


T 
rt 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours yofter death: Page 4 


y the haspital or attending physician. 


& 


may be retoi 


funeral directar, 


md 


Y 


¢ hos been signed by the attending physician and campletely filled in 


CTOR: After this certificot: 


be detached far use os the burial-tronsit permit. 
the registrar prior to burial, cremotion, ar removol, ond in any event within 72 haurs after death. 


TO FUNERAL 


ould be filed with 


Then please remove carbon popers. Pages 1 a 


page 3 shou 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ay aed 


9235 CERTIFICATE OF DEATH nd bist. No. 2. 


1. PLACE OF DEATH Py Sr a shat aod {Where deceased lived. If institution: Residence before odmission) 
°. b. CO 
Maryland COUNTY Garrold, 
c. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest town) 


Rural, Nr. Westminster, Md. 


2 CONTR arroll MARYLAND 
b. CITY OR TOWN (IF oulside corporate limits, write 
RURAL ond give nearest town 


¢. LENGTH OF STAY IN Tb 
ral, Nr, Westminster Life 


d. NAME OF HOSPITAL {IF not in hospital, give street oddress) 


d. STREET ADDRESS @, IS RESIDENCE 


Westminster, Md. ReDel (Silver Run) Westminster, Md. R.D.1 (S¢lver Se? 
3. NAME OF First Middle lot 4. DATE Month Da; Yeor 
fonetn) ii Catherine Steir Sar gpeapes. 4g 


mma, 
3. SEX &. COLOR OR RACE | 7. MARRIED ERNEVER MARRIED [] | DATE OF BIRTH 9. AGE (i yeor [FUNDER I VEAR[IF UNDER 24 HES 
pS So, brah 
Male White winowen] oor | 14/18/1902 ee ES 


Wo. USUAL OCCUPATION (Give kind of work done! 


Housewile, Housework Oy home Carroll Co., Md. UeSehe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Theodore Zepp Mary Catherine Wantz 


aS: WAS. Pe peeee ore U.S. ees 16, SOCIAL SECURITY NO. [17. INFORMANT J]> (4725 o. Ly BA f Address 
ves, unknown} ye, give wor or vervice) i : 
I 215-1i~2135 | Newton 0. Stair, R.D.l, Westminster, Kde 


18. CAUSE OF DEATH [Enter only one couse per line for (o}, (b), ond (c).] INTERVAL BETWEEN 
cuban) 


PART I, DEATH WAS CAUSED 8Y: ONSET AND DEATH 
IMMEDIATE CAUSE {o] 3 


DUE TO 


4 
Conditions, if ony, which rs 
Qove rise to immediote 

couse (0), stoting the under. ( OVE TO 


lying f Jost. {e). 
Parr II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART 1{0)]19. WAS AUTOPSY 


ves [[] NO 
200, ACCIDENT WAS UNDERLYING C1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 1B.) 
CAUSE OF DEATH 


‘OR CONTRIBUTING. 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. {City or town) {County) {Stote) 
iat eis era a as coer factory, street, office bldg., ete.) | 
p.m. W fot work [J of work [J i 
ao 


21, | certify that | attended the deceased fram, 
alive on ep hats | -12ZS___, and thot death occurred at £26 


MEDICAL CERTIFICATION: 


mmcuns A can Aner /Yerre ano 


‘2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
DATE - 


essary, please exe- 
Page 4 shauld be 
ior ta burial, crematian, 


+ 


If any dela; 


Item 18. Give Pages 1, 2, and 3 to the funeral 
File poges 1 and 2 with the registror 


** in pencil 
e Chief Medical Examiner's Office alang with farm PM3. Page 5 may be retained for your file: 


TO FUNERAL DIRECTOR: Page 3 shauld be used os a burial-transit permit. 
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te, writing the ward “‘pending 


EDI: 
we 


TO DEPUTY 
cute the ce; 
forwarded 
or removal. 


VS. AISME(5) 
SM 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 U2 
9936 MEDICAL EXAMINER'S CERTIFICATE OF DEATH saeaeet 


1 ae? eupenn 2. USUAL RESIDENCE (Where deceased lived. If inslitulion: Residence before odmission) 
o. COU! 
oll marmano || SSE Maryland > CN” Carroll 
b. CITY OR TOWN (If outed corporate limits, write RURAL ¢. LENGTH OF STAY IN Tb. ¢. CITY OR TOWN (If outside corporote fimits, write RURAL ond give neorest town) 


Give neares! town} 


Manchester Rural 2 yrs Manchester (Rural) oy 


‘. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give sireet oddress) d, STREET ADDRESS # IS RESIDENCE 
yes f No 


3. 3 OF First Middle Lost 4. DATE Month 


(ype or print) Frank Adams Staub Beara Ss eptember 2h 9 56 
5. SEX 6. COLOR OR RACE |7. MARRIED ] NEVER MARRIED (_]| 8. DATE OF BIRTH 9 ACE je ves IF UNDER 24 HRS. 
Male White |wioowotmg oworeoo | April 13,1880 TS” es, Woot eS aie 


10. USUAL OCCUPATION [Give kind of work done! 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working lite, even if retired) U.s 
_ Farmer Adams Co, Pa. ee 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


James Staub Mary Elizabeth Adams 


15, WAS DECEASED EVER INU: S. ARMED FORCES? 16. SOGIAL SECURITY NO. [17. WFORMANT A OF V, wy ‘Address 
a i UW se. he wor or i Mr Magvin Staub Manchester, Ma. AD | 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] INTERVAL BETWEEN 


ONSET At 
PART. DEATH WAS CAUSED BF Coronary Thrombosis ‘Sin 


" DUE TO 
Conditions, if ony, which 0) 


gove rise to immediote couse 
(0), stoting the underlying( PVE TO 
couse lost, =. = 
PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART }{0)|19.. Pes AU’ 
PERI 


Faas 


yes (1) 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 18.) 
PRIMARY A, or CONTRIBUTING Qo 
CAUSE OF DEATH None 


20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED | 200. PLACE OF INJURY ib ay form, 1 20f, (Cily or town) (County) {Stole} 


Hour 9, m. While Not while foctory, street, office bldg., etc.) | 
p.m. ww ot work [] ot work [] H 


MEDICAL CERTIFICATION, 


21. I certify that | took chorge of the remoins described above, held on Autopsy [_]. Inspection [4], inquiry L2. and find that 
death resulted from: Noturol causesJ], Accident [1], Suicide [7], Homicide [], Undetermined cause []. 


ACTUAL ; wT J h DATE SIGNED: 
sou, CU IX: Thor th.p, CHIEF MEDICAL EXAMINER [J 


ASSISTANT MEDICAL EXAMINER [_] 
EXAMINER'S, 


NAME(type) WH. Foard M.D. DEPUTY MEDICAL EXAMINER [X} 9/24/56 


Ease be E [HEREOF Dasha VPP ‘ORY as ote he Riote) Z 
Koeciy 
Ue ko 
eo aa do. REC'D 8¥ GTi 2b, eee SIGNATURE 
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ALG LA -SbI fw Wip?, Utuu2n 


s\ 


eath. Page 4 
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hours after death. 


Then please remove carbon popers. 


quires that the death certificote be executed within 24 haurs\ 
the registrar priar ta burial, crematian, or remaval, and in ony event wil 
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by the hospital or otter 


ve 


poge 3 should be detached for use os the burial-transit permit. 


moy be retai 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 
TO FUNERAL 


VS AIS (4) 
15M 975: 


{ & 
i 
\N 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9237 CERTIFICATE OF DEATH ven om HRS PY 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
0. COUNTY ©. STATE b. COUNTY 


Carroll Maryland 


b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) ’ 


Sykesville 20 days Baltimore City 


d, NAME OF HOSPITAL (if not in hospital, give street oddress) | d. STREET ADDRESS e. IS RESIDENCE 


OR nenuned springfield State Hospital ' ec NO B® 


3. NAME OF First Middle lost 4. DATE Month Yeor 
DECEASED 


oy 
{Type or print) George SUCK Beate September 26 1956 


5. SEX © COLOR OR RACE | 7. MARRIEDEEKNEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER ? YEAR]IF UNDER 24 HRS, 
lost bithdoy} [Months] Days | Hours | Min. 
Male White  |woowp  oworceo) | 1/21/97 D yrs. 
Ta. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) West Virgind 
nis es rginia U.S.A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


William Suck Altie West 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 
(Yes, no. or unknown) (iF yes, give wor or dates of service! 
no WD D a! 3 Kes e Md 


18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b}, ond (c}.J Peak ctgescpgihd Ta 


PART |, DEATH Wes ce enneeion_ Myocardial Infarction hours 
f J DUE TO 
Conditions, if any, which w_Arteriosclerotic Heart Disease unknown 


gove rise ta immediote 
co¥se (9), stoting the under. ( OVE TO 
lying couse lost. {d reners A e O38 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0)|19. WAS AUTOPSY 
> <a phrase PERFORMED? 


Chronic brain syndrome associated with alcoholism without qua ying | *s0) so@ 


0a. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port tl of item 18.) 
R CONTRIBUTING [] CAUSE OF DEATH 
IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED } 20e. PLACE OF INJURY (Home, farm, 1 20f, (City or town) (County) (tote) 
Hour 0. m. While Not while. foctory, street, office bldg., etc.) ! 
p.m. 19 Jot work [J ot work (C] i 


21. | certify thot | attended the deceased from _Septemher_6, 19.56, to September26 1956 that | last sow the deceased 
alive on__September 25, 12.56, and that death accurred at_2:Q'7.AM, from the causes and an the date stated above. 


* ADDRESS (Street, city or town, stote) DATE SIGNED 
stn Lenin fosSorinetiela State. Hospital 
lap Signa ks Walther H. Sonnenfeldt,/ .D. Sykesville, Maryland 


To. BURIAL, ola Wb, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county} (Stote} 
aa 
BORLAE Oct 1 1956 Baltimore ‘ational Baltimore Md. 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS &, ‘2éo. REC'D BY REGISTRAR sa a 
fi 
WM, COOK Ino. 1218 St. Paul Street “alto 2 fii | 1966 A Yyour, 


amen 


MEDICAL CERTIFICATION. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 92 30) 
9238 CERTIFICATE OF DEATH akeate nee 


_——— eee ee eee 
1. PLACE OF DEATH 2. USUAL Ha the? (Where deceased Bhs If institution: Residence before admission) 


= ae iP Bz. MARYLAND 0. STAT MGR yey, . COUNTY LA PPo 


b. CITY OR TOWN (If outside corporate limits, write y CITY OR CdD. {If outside corporofe limits, write RURAL ond give nearest town) 
pus od give nares town 
S7iYy MNiST ep LALd LY 


fat Luk AL e. ISRESIDENCE 
“OR INSTITUTION ON A FARM? 


NEL INF. Ok ZH 


3. NAME OF First Middle lost 4. DATE Month 


DECEASED OF 
{Type or print) Si TER ‘L. J, WtiMA DEATH 


5. SEX 6. COLOR OR RACE |7. MARRIED E] an wpa ia] DATE OF Bieri 9. AGE {In yeor 
rth 
MA LE COL OPE PD |woowe pivorceo [] JBN, / £906 0 vA 


Wa. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) a 
Dp 
fi /M KA LYWCL 
14, MOTHER'S MAIDEN NAME 


LOB LAL A! THOMA DRY = ADAM 


1S. WAS DECEASEDEVER IN U, S$. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT 
1¥es. no, oF unknown} {It yer, give wor or dates of service) ? PD = 7) 
D 
aa PUES LMA 4 ELA OMAS LEW LNESOR Lhe, 


18. CAUSE OF DEATH [Enter only one cause per lise for (0). (b), ond (c). 


PART 1. DEATH WAS CAUSED BY: “Cries JV 
IMMEDIATE CAUSE (o} 


f DUE TO 
Conditions, fo ‘ony, which 


Qove rise to immediote 
couse (9), stoting the ynder- UE ® 


lying couse to ©) 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a)]19. WAS AUTOPSY 
Ml 
ves] no 
200. ACCIDENT WAS UNDERLYING {]__ |20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. (Cily or town) (County) {Stote) 
Hour 0. 1. io, Nettie foctory, street, office bldg., eet) 
p.m. lot work [] of a 


21. | certify mau attended the deceased fram. “aL Zz pane 2 5. See |e Y sthat | last saw the deceased 


Ce al 


ter death: Page 4 
ie funeral director, 


rs, » 


Pages | and 2 should be filed with 


se remove carbon popers. 


my 


Th 


MEDICAL CERTIFICATION 


alive on____- ea ee fram the causes and . the date stated above, 
Y) st 


TOR: After this certificate has been signed by the attending physician and completely filled in 
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by the hospital or attending physicion. 


* 


be detached far use os the burial-transit permit. 
the registrar prior to buriol, cremation, or removal, ond in ony eyént Cys 72 hours after death. 


may be reta’ 


TO FUNERAL 
page 3 shoul 


‘2ao. REC'D BY REGISTRAR | 240, REGISTRAR'S SIGNATURE > 
Ree Ly 


TO HOSPITAL OR 


Ro. Sura, ss ph ‘Wc. NAME OF CEMETERY OR CREMATORY Tad. LOCATION (City, town, or county) {Stote} 
y a) 
SEPT 2 WF eel CHA LULA L, WES ri iy STEpe_le 


SoenereN! OF HEALTH—BALiie (9201 
CERTIFICATE OF DEATH ht ag 


se ee 
ae Mat ald 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. 


|. STATE b. COUNTY 
. - MARYLAND 3 n 
ARP O » PLD. Af? fe 
b, CITY OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN iif outside corporate limits, write RURAL and give nearest town) 


RURAL ond , eorest town) 1s WEEKS Ny, NOs of 


d. STREET ADDRESS e. IS RESIDENCE » 
OR INSTITUTION ON A FARM’ 


IME. PS pag Ne ry ime by ves (] No 
2. Bee OF Middle Lost 4, DATE Month Da; 


i eaperaiy LAl ENGE VIALE ORD S/TC Stam SB 7; we” on © 


i 
3. SEX 6. COLOR OR RACE ]7. MARRIED [-] NEVER MARRIED [] |& DATE OF GIRTH 9. AGE (In yoors {IF UNDER 1 YEAR] IF UNDER 24 HRS. 
p A : in lost birthdoy) Win 
A wioowen [— _—oivorcen [] & aie wile 4 9 7 ys. eee 


100. USUAL OCCUPATION (Give kind of work dane|10b. KIND OF BUSINESS OR INDUSTRY |1]. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, eyenyf relied) 
P6LICE = Cit 
13. FATHER'S NAME V4, alsa MAIDEN NAME 


THOMA L. Ve ERT@UDE Woop 


15. WAS DECEASEDEVER IN U, §. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT wy Address 
{es, 1g of unknown) {Hf yes, give wor oF dates of service) _ iz MA 3 77A roa PD- 
leis tee eel Pa WEL (71CH__ Pe ran yi EP paA, PAe 


18. CAUSE OF DEATH [Enter only one cause per line for {0}, (>). ond {c)-] ~~ ; ( , ¥ INTERVAL SETWEEN 


PART I. DEATH WAS CAUSED BY: Lag a 2S ONSET AND DEATH 
IMMEDIATE CAUSE {o} 


Pages 1 and 


+ tPA 


] 


ficate be executed within 24 haurs\afigr death: Page 4 


i 
nv 72 Feues ofter death. 
aoe 


Ki 


Then please_remove corbon papers. 


Conditions, if any, which 
gove rise to immediate 
couse (0), stating the under- 
lying couse lost. (). 


Parr It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART !(a)|19. ce a 


RMED? 
yes (] No a 

200, ACCIDENT WAS UNDERLYING C]__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part I or Port W of item TB) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) {(Stote) 

How an. While. Not while foctory, street, office bldg.. etc.) | 

Pom, 19 Jat work [J ot work J ‘ 


- WL, to ge? LE | 19S that | last saw the deceased 


quires thot the deoth certi 


by the haspital ar attending physician. 


MEDICAL CERTIFICATION 
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ADDRESS (Street, city or town, state) DATE SIGNED 


ie 5 x ree 


mune A Ca / Senet nol we Jer fad, 


Zo. bers. ‘2%. DATE THEREOF 2c. NAME OF ETERY OR CREMATORY 22d. LOCATION (City. town, or county) (State) 

7 re) ci - 5 = e 

BiRiAR Oct /E IPRWENeee Cer. |Pies WL aoe 
23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2k. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATUR! 


SANtarD Y Son WES +a Y STLR 4p dom 0-3 v5 ow [Pahis 


detached far use os the burial-transit permit. 


the registrar prior to burial, cremation, ar removal, and in any event will 


ic 


‘i 


page 3 shou'd 


TO HOSPITAL OR ATTENDING FHYSICIAN: The law re: 
may be retai 


TO FUNERAL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (}9232 
9940 CERTIFICATE OF DEATH Rilo 7 


ol 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
oe Carroll marviano || °S4 Maryland b. COUNTY Carroll 


‘ 4 b. NG Pond i TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
f Ah RURAI re nearest te 
(int od pee on SLi Westminster “ue 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS «. fahren 


OFINTTUTON Weadow View Nursing Hom 43 Carroll St. ves) Nock 


e funero! director, 


& 


Poges ! ond 2 shauld be filed with 


3. nage 5 First Middle lost 4. pate Month Doy Yeor 
{Type or print) William Harman Wardenfelt | Stam Sept. 10s ip 56 


5. SEX 6. COLOR OR RACE |7. MARRIED LJ NEVER MARRIED [-] | 8. DATE OF BIRTH 9 AGE tn years IF UNDER 1 YEAR[IF UNDER 24 HRS. 
joy] 
Male White  |wowen pvorceoQ) | June 29, 1878 ‘ws yrs. eo nei ee) 


10a. USUAL OCCUPATION, (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of Soe" life, even if retired) 


arm Owne Farm Carroll County, Md. USA 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Henry Wardenfelt Elizabeth Frizzell 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


mntno” [""S"S"S°2°" | 2140286534) Charles E. Wardenfelt Westminster, Mds 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b}. ond {c}- Ty INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED By: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


DUE TO 


iter deoth. 


ding physicion and completely filled in 


Then please remove corbon popers. 


fbf « 
conde if ony, which 
gove rite to immediote 
co¥se (o}, stoting the under- 
lying coure lost. 


Part WN. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART }o} | 19. a Ch ac 
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ing physicion. 
‘OR: After this certificate has been signed by the att 


200, ACCIDENT WAS LUNDERLYING 1 | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port I or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {State} 
While Not while foctory, stree!, office bldg., ete ae 
jot work [—] of work 


21. | certify that | attended the deceased fram BO . 19.3.& that | last saw the deceased 
alive an_. a 19.58 , and that 4éath aise idl f,M, fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, stote) ATE SIGNED. 
MOD. ee ae as 


‘Fic. NAME OF CEMETERY OR CREMATORY ‘Zid. LOCATION (City; town, of county) 
PHOEEY | 9012056 Deer Park Cemeter Smallwood, Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE 2da. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
1 S 
er Los John fi -/2 +61 _A Va 


ay 


MEDICAL CERTIFICATION 


by the haspitol or a 


CT 


“ 


poge 3 should be detoched for use os the buriol-tronsit permit. 
the registror prior to buriol, cremation, or remavol, ond in ony event within 72 


moy be reto’ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re 
TO FUNERAL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09233 
924] CERTIFICATE OF DEATH ee 


=A 


ik PLACE OF DEATH c q y 2. USUAL RESIDENCE {Where deceoted lived. If institution: Residence before admission) 
9. COUN b. COUNTY 
aQarTvre MARYLAND ee AO 
b. CITY OR TOWN (If autside corporate limits, write |. LENGTH OF STAY IN Ib ¢. CITSORTOWN (If outside corporate limits, write RURAL ond give nearest town) 


RURAL and give neares! tawn) 4 
CerVi ee © gle som Yall: mere ; 


d. NAME OF HOSPITAL [If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION | ’ ON A FARM? 
Spriapfhreld fete Hosprtad ves C] NO Bf 


3. NAME OF © First Middle Lost 4, DATE . Month 


; a , Ooy Yeor 
type er print Loo a SOS KI, wy 6 Miléeu Btarn Sey <5 9 16 


$s. if 6, COLOR OR RACE 17. MARRIED [1] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (in yoors [IFUNDER I VEAR]IF UNDER 24 HRS, 
. y joy) in. 
ale WL We wivowen [xy Divorceof] | %« u& Yuown yes ez 


100. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY 1. BIRTHPEACE (Stote or foreign country) 12. E(TIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} pte ail Mel ane ‘) 
Laborer = 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
uu Known uuWuewy 


18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
(Yes. no. o¢ unknown) It yes, give wor or dates of service) 


unkurttn| © uukaowy 
18. CAUSE OF DEATH {Enter anly one couse per line far (a), (b), ond (e)-] INTERVAL BETWEEN 


: a ONSET AND DEATH 
nr, Demme | Cea) uw xy siping Cu sien py uae tra tely 


UL. DUE To 


le Funeral director, 


Pages | and 2 should be filed with 


fter death. Page 4 


‘ 


f 


ificate be executed within 24 hours 


Then please remave carbon papers. 


the registrar prior ta burial, cremation, ar removal, and in any event within 72 hours ofter-death. 


Canditions, if ony, which 1 
gave rise 10 immediate 
couse (0), stoting the under- (OVE TO 


lying cause last. te} 


Part It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)| 19. eee 
Itpe4bbsiy @ Gévekbral arvtenieygelewrsiry yes) NO 


20a. ACCIDENT WAS UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part t or Port II af item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) S2 
0c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURR We. PLACE OF INIURY (Home, farm, 120 (City or town) (County) (State) 
ee SH Fate rite factary, street, office bldg., etc.) ! 
ee cen oe as 4 


ED 
im} 
D. => 
21. | certify that | attended the deceased fram. bel bien los Z, tog 2 1... 1I-2L, that | lost saw the deceased 
alive on $2 a et 19 & “and that death accurred at_/_” 7 aM, from the causes and on the date stated abave. 


sexta!” Mes OF [Crrztpyyy. a Yi Lad Mba Bue 


PHYSICIAN'S iY Son D 
NAME (type)! [/C/) Li. : L7. r 
ie ae Ave 2/62 t} OF CEMETERY OR CREMATORY 7d, TION (City, town, ar county) {Stote) 
ity “ 
ie ! Fa 
het) har nA 194 .. Ki eaan JT /i try LLEAGA1& 
be “p . 
23. ELINGRAL DIRECTOR'S yi aR ee ie go. nein DAS I i thee # p 
) Zt a DF A eeeteae”S He e/a A are. | 0 S “tA A lity 
é {7 ao WA ae 


quires that the death certit 


MEDICAL CERTIFICATION: 


the hospital or attending physician. 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law re: 
page 3 should be detached far use as the burial-transit permit. 


TO FUNERAL 


goo STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a92 34 
deems 8,9: Goole ees. _ CERTIFICATE OF DEATH My ed 3 


=f 


we 
by 3 1, PLACE OF CEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmission) 
& 8x 9. COUNTY Kae a. STATE b. COUNTY 
" 3S / Carroll County Maryland 
£3 ( M b. CITY OR TOWN (If autside corporate limits, write T¢. LENGTH OF STAY IN 1b | ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
g 53 \ | RURAL and give nearest town) fy days mos ; 
eS x Sykesville 4 years I Baltimore City Z / 
2 cag - da. Pee So ll (If not in hospital, give street address) | d. STREET ADDRESS eae cenae 
a . a 
t peal yes [] NOx] 
5 7 4 A DADOWD 
5 3. NAME OF First Middle Lost 4. DATE Month Day Year 
A (ype oriprint) Florence Woods Weidman DEATH September 26 19 56 
o 
a 


S. SEX 6, COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE lin. year IF UNDER 1 YEAR] IF UNDER 24 HRs. 
“Tost bjhgoy! Sao aa 
Female White wipowen GE —soivorceo [] 74/1870 36 BAL 9 ik glee Bess i 


¥ 
ae 10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
g 3 , during mast af working fife, even if retired) 
ee f Housework Maryland 
a s 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Se 
o 
ear Jeremiah Woods unknown 
3 15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
c2y | Bes. no. 0 unknown) {tt yes, give wor oF dates of seevicw) 
IN } no Springfield Hospital records Sykesv e, Md 


quires that the death certificate be executed within 24 ha 


icate has been signed by the attending physician and campletely filled in 


bs 1B. CAUSE OF DEATH [Enter anly one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 
ay PART I, DEATH WAS CAUSED BY: 
Se f IMAP eause jo___ Broncho-pneumonia 
3 DUE TO 
Pars Conditions, if ony, which Fs 
Eo gove rise ta immediate 
ges catise (a), stating the under. ( DUE TO 
PeteP lying couse lost. ta 
ze 5° F 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1()]19. WAS AUTOPSY 
=h wd i 
gases S Dementia Praecox ~ paranoid type of long standing ves ££ No [] 
Foot ss = [200 ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part or Part fl af item 18.) 
ne & | oR CONTRIBUTING CI CAUSE OF DEATH 
Zeges |e EITHER, NOTIFY MEDICAL EXAMINER) 
2srEs & f20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) ‘Giote) 
~ 5.2% ss a Hour a.m. White Not while foctary, street, affice bldg., etc.) | 
Eaesk Es p.m. 19 lot work [J ot work [J { 
2 $ D5 e 21. | certify thot | attended the deceased from._ ly 15... 19.50, to September26 19.56. that | tost saw the deceased 
a 7 35 alive on September 26, _ 19.56.___, and that death ocgurred a! _.M, from the causes and on the date stated above. 
f = oO 3 = ADDRESS (Street, city or town, state} DATE SIGNED. 
<p, } ACTUAL A 
sat / | [seit fwo, ........ Springfield State Hospital 9/26/56 
af ya 
a6 . 
< 222 $ NaMe(yes, Walther H. Sonnenfeldt, M.D. Sykesville, Maryland 
E g re eee art Se Aerie 
$22 " ? go ee CR paROS SP PA, ‘Zc. NAME O) ETERY OR ies "Des fy/lowarge county (State) 
t p ; Pe 
fo kt Le UNE Ey OTD de: qSG Keegy éELZx. 
Sor yy clo 5 Dao. REC'D BY REGISTRAR | 24b. Wau: a 
VS AIS (4 Md. . 2 Z 
Vea gas) 0 ity / Masmasce?} Azz PADPEOIA Er Oo OG 12 4 GZ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ( 9235 
9243 CERTIFICATE OF DEATH waseaenee 


is bon moe me Se ee (Where deceased lived. If institutian: Residence before admission) 
o. Coul 0. STAI b. COUNTY 
Carrel pose ge Md Baltimers y 
b, CITY OR TOWN (if outside corporate limits, write | ¢. LENGTH OF STAY IN 1b. c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest! town) 
RURAL ond give nearest tawn) 


Sykesvi. Jivee 6-16- 5° Baltimere City vi f 


d. NAME OF HOSPITAL (If not in hospital, give street oddress} d. STREET ADDRESS. e. 15 RESIDENCE 
OR INSTITUTION ON _A FARM? 


Springfield spi 3521 Kentucky Avenue yes] No fi 
3. NAME OF Middle lost 4, DATE Month Day 
DECEASED 


(ype or print LILLIAN GERTRUDE WELLEMIN | °“™ — SEPTEMRER 8 19 56 


5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [] |8. DATE OF 8IRTH 9. AGS, (le yaa If UNDER 1 YEAR] IF UNDER 24 HRS. 
Jost birthdoy| 
re__| white |vooag) sero | February 1541892 | Sel" 3 |" 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | I]. BIRTHPLACE (Stole or foreign country) (2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Raised foster children |Foster mother care ‘land U 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Henry Overman Catherine Behrens 


2 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
I ) eo Tye eee Daughter: i 
/ e Ei ha Mrs ma Gen g ~352] Kentue! KY 0 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (©) INTERVAL BETWEEN 


PARTI. C EAT EDIATE cacise fo CORONARY THROMBOSIS ONSET AND DEATH 
é bueTO  ARTERIOSCLEROSIS 


Conditions, if ony, which 1 
gove rise to immediote 

cote (0), stoting the under. ( OUE TO 
lying couse fost. ( 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. Rua gy a 


CHRONIC BRAIN SYNDROME ASSOCIATED WITH ARTERIOSCLEROSIS WITH PSYCHOSIS yes] NOO 


‘200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port { or Port Il of item 1B.) 
OR CONTRIBUTING OC) CAUSE OF DEATH 
(IF ENTHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, form, | 20F. (City or town) (County) {State} 
Hour a.m. White Not while factory, street, office bldg., etc.) | 
p.m. 19 Jot work [7] of work [7] 1 


21. | certify that | attended the deceased from._June._15__, 19.55. to.September 8, 19.56.,that | fast saw the deceased 
olive on_& 12.56____, and that death occurred ot 4245A_M, from the causes and on the date stated above, 
¢ ADDRESS (Street, city or town, stote) DATE SIGNED 


wo. _ Springfield State Hospital 


o 


e carbon papers. Pages | and 2 shauld be | 


May 


the registrar priar ta burial, cremation, or remaval, and in any event withj 72 haurs after death. 


Then please rer 


ate has been signed by the attending physician and campletely filled in 


MEDICAL CERTIFICATION 


a 
© 
b 
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€ 
3D 
s 
6 
= 
8 
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= 
a 
m3 
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3 
2 
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5 
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co 
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° 
a 
2 
3 
4 
Ss 
8 
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o 
y 
<3 
e 
ea 
z-) 
= 
3 
A 
o 
2 
z 
se 
‘oe 
= 
= 
z 
< 
y 
a 
> 
=x 
a 
o 
z 
E 
¢ 
a 


Nameityes: WALDIS AIZKRAUKLIS, M.D. 
(State) 
A ha Li OL j Zs 


. R Lk QODEESS x J 246. REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 
‘ Bab A , ae 
TB 9" eel clea THM. Tid, \w 9-$-SG\Z Sbttte 


page 3 should be detached for use as the burial-transit permit. 


may be retoj by the haspit 
TO FUNERAL SCTOR: After t 


TO HOSPITAL 


7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9245 ‘CERTIFICATE OF DEATH 


aa 


19237 


Reg. Dist. No. 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}]19. peasaioesy 
ves no 


‘20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port 11 of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 


MEDICAL CERTIFICATION 


y the haspital ar attending physician. 


< cs 
® 33 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution, Residence before admission 
é £ 2 0. COUN’ Carroll MARYLAND 9. STATE Ke ryla ‘el b. COUNTY 
£ Be b. CITY OR TOWN (IF outside corporote limits, write] ¢. LENGTH OF STAYIN 1b ©. CITY ORTOWN (iF outiide corporote limils. write RURAL ond give nearest town) 
g 6 a y RURAL ond give nearest town} : ne 
ese L Henryton 829 days Baltimore J 
2 2 2 d, NAME OF HOSPITAL [If not in hospitol, give street oddress) d. STREET ADDRESS . 1S RESIDENCE 
a 3 ‘OR INSTITUTION ON A FARM? 
os Henryton State Hospital 736 George Street ves] NoCK 
9 9 
2 £6 3. NAME OF First Middle Lost 4. DATE Month Oey Yeor 
, es DECEASED OF 
& 3; (Type oF print) Helen Lenora Williams DEATH 2 161956 
=z po 5. SEX 6 or ‘OR RACE | 7. MARRIED [-] NEVER MARRIED [-) |B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Sse 1 Se fs 3-19-1905 lost birthdoy) fF Months] Days Min. 
a. ‘ensle Megro wipowed [JS Ppivorced C] is be 51 on. ‘ 
cag 
3 ee. YOo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ous a most of wah life, even if retired) Vi. 4 USA 
Saas rginia 
© ov K al 
3 ig 2% a aaa $NAME 14, MOTHER'S MAIDEN NAME 
Sora ed 
& Sez Benjamin Drew Evere Henrys 
a 8 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? /16, SOCIAL SECURITY NO. ]17. INFORMANT Address 
5 as zi tes, "a ‘or unknown) {IF yes, give wor or dates of terrica) bi 628 2520 Sutiece. Hex L. Will4ans 
oO ‘fape = en en le 
eee 2. 
ge oxp 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (<).] ey oe INTERVAL BETWEEN 
a 2tee, PART |. DEATH WAS CAUSED 8 
2 °§ 4 IMMEDIATE Cause (o}__ Far advanced 
3 =Fe I Or DUE To 
£ 2. yw eA , 
= Condilions, if any, which 6) 
$$ 3 gove rise to immediote : 
= & cotfse {0}, stoting the ynder: ( OVE TO 
ge% lying couse lost. a 
§ e 
338 
ea 
= £ @ 
& 
8 
= 
& 
< 
a 
re} 
4 


£0 
gs 
122 
eo 
‘ie 
eae 
BS 
38 
< £6 (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g 6s [20c. TIME OF INJURY Month, my Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, \ 20f. (City or town) (County) (Stote) 
= 33 Hour 0. m. While Not while factory, street, office bidg., elc.) | 
a rol p.m. jot work [} ot work [J H 
2 £6 
z 2s te, that | last saw the deceased 
Q oz 
B $3 ind that death occurred at_2. -M, fram the causes and an the date stated abave. 
e 3 = ADDRESS (Street, city or town, slote) DATE SIGNED 
& 8 
bee Henryton, Md. 
WR 6 
2 8a35 PHYSICIAN'S 
Seqgee NAME (Type! T, F, Vestal ge a ee we 
a8 goo 220, BURIAL, CREMATION, nvayea ‘Zc. NAME OF CEMEPERY OR poe 
SD oS MOVAL [Speci 4 g 
State (or L . aly Fa ast as Wal wil 
ee PEA DIRgCTO op "| 240, RECD BY =" (20. REGISTRARS SIGNATURE 
vas) L 9-16—' Lech Ad, fd 
1SM 97 << cL DATE - ee 


& 
a 
ae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9244 CERTIFICATE OF DEATH 


09234 


Reg. Dist. No. vj Zz 


we 

3 ae W iat TH * ee te Sg (Where deceased lived. If institutian: Residence before admission} 
“J = as b. COUNTY 

33 ; MARYLAND 

re) 8 b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWNAA outside corporate limits, write RURAL ond give nearest town) 

s RURAL and give neores! town| 2 

iG = 

See 


NAME OF HOS! {IF not in hospital, give street oddress} d. STREET ADDRESS 


* 


24 haursyofter death. Page 4 


a. 
OR INSTITUTION F; . . 4 * i 
ze 2G. Lid Aw ; 29 Sti. 
£6 3. NAME OF Fiest Middle 4. DATE Month 
mt type FLUE, JANE WC. Bam Ly 
eerste 3. SEX 6. COLOR OR RACE |7. MARRIED [ZJ-AVEVER MARRIED [-] | B-DATE OF BIRTH 9. AGE (inVvoors q 
rf rethday’ 
By wipoweo [1] olvorceo [] : 
o 
Ea: TOa. URAL OCCUPATION (Give kind of work done] 106. KIND OF BUSINESS OR INOMARY|11. BI 
885 ingAnost of working life, even if refybd) 
Bev a — 
5 25 13. FATHER'S NAME : 14. MOTHER'S MAIDEN NAME 
BSS é 4 2 
Yor : 
$3 Ts, WAS DECEKSED EVER IN U. S. ARMED FORCES? [16 SOCIAL SECURITY AO. |17. INFORMANT ¥ ‘Kadre 
2 
& {¥es, 90, oF unknown} {IE yes, give wor or dates of service) = 
ga. a A t ‘ Z 
° 
Hy 18. CAUSE OF DEATH [Enter only one cauie per line for fo), (b). of (e).) INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED B Ct ref ONSET AND DEATH 


The law requires that the death certificate be executed with 


* 


S 
z 
Qa 
o 
g 
Ee 
2 
S 
e § IMMEDIATE CAUSE (o)__ 
££ 0 ; / 
eieae /S/* buE TO 
ume 
2a by 
as rs 
BES gore rise 10 immediote 
eSc : 7 UE TO 
Sa: cate (a), stoting the ynder- 
= =? lying couse last. (c) 
a. ey 
Ze S % 3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. pee 
RLOtO = 
Arvaz 
ic < yes) No 
os as © 1200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of ilem 1B.) 
eeeer & | OR CONTRIBUTING L] CAUSE OF DEATH 
a & 2 £5 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2sess & |20. TIME OF INJURY “Month, Day, Year ]20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, farm, 120F, (City oF town) (County) (Stote) 
Sot es ro Hour Sim: While Not while factory, sireet, office bldg., ete.) ! 
cg REP 2 g ea 19 Jot work ([] ot work p 
eoEL 8 = P. 
eae Su 
z ss 2s 21. | certify that | attended the deceased from...¢<=Z*—______, nat re ae AP 19897 that | last saw the deceased 
‘pease 
eee 3 alive on____s=7er SS <, 12=__-__, and that death accurred ales _._EM, from the causes and on the date stated above. 
E O35 ADDRESS (Street, ity or town, sate) DATE SIGNED 
< RGU ACTUAL @ <~ Af P~ AF 
« 4 / SIGNATUR 
a 
ooo 3s PHYSICIAN'S LI J Jan We se: a Aifin». 
meses NAME (Type a DE MO ee 
= - ee oe Ff 
3 £2°? Zo. BURIAL. CREMAHON, | 22b. DATE THEREOF Z2cNAME OF CEMETERY QR CREMATORY 72d, YBCATION (City, town, or county) (Stote) 
£2 Ss iH 
o Foe ‘ 
er 23, PYNERAL DIRECTOR'S SIGNATUR ADDRESS * Da gGfEC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


ane! 3. If Now O 


AREA STATE OSPARTAENT OF HEALTH-BALTIMORE, 1S 1 708 
91S3 CERTIFICATE OF DEATH fk then de 


wd 


ony 

: 3y 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If iatitution: Residence before odmision) 

8 o. COUNTY b. COUNTY, 

32 AD « Gate o » 

Be CITY OR TOWN {If outside corporate limits, wile |e. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 

iH Si AL and give nearest towa) 

2 aT/Tiy STE / 
2 d. MAKE OF HOSTAL (tf nat in Berit give street address} d. STREET ADDRESS F pire 4 
~ —) Al 

s: i Ge (Gia LE Gi [4 ng ess ves (] NO 

$ 3. NAME OF Fint Middle low 4. DATE po Do Yeor 
Ke (Type or print) 5 OLA | A Woo 2 DEATH SE JY. 05 
2 tf UNDER 1 YEARIAF UNDER 24 TRS 


5. SEX & COLOR OR RACE ]7. MARRIED [] NEVER MARRIED [fi 8, DATE OF SIRTH 9. AGE (In years 
B y last ge 
/ winoweo[[} —_vivorceo [] -~ /]5- | Sy YA A| G2 


10a. USUAL OCCUPATION (Give kind of work done/10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign LZ e 
vig most of working life, even if retired) , 


V3_ FATHER'S NAME : 14. MOTHER'S MAIDEN NAME 3 tb. s A 
PrewARY rion Wsop [Les4A ULV B/ 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT, Address {> Gaik [sj G Hi Le 
O (Yes. no, oF n) Ot yes, give war or dates of service) ‘ c « } 
rR ia} Wome |lorTiF Payleest VEST Arp 


e 


SUE NSC 
Al 


19, CAUSE OF DEATH [Enter only one pipe Tine for (0). (Blend (ch] 


PART I. Leal WAS CAUSED BY: 
> 2 IMMEDIATE CAUSE (o] 


4 DUE To 


Conditions, if any, which 0 
gove ri to immediote 
couse {a), stating the ynder- (| OVE TO 


lying couse lost. ic 


Part Il OTHER SIGNIPCANT CONDITI LTERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
ai () . ? A PERFORMED? 
PPO AYMAN AG XAI\LA AO FR _| ws nog 
200, ACCIDENT WAG UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY CREE {Enter nature of injury in Port } or Part Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY: Month, oe Year | 20d. INJURY OCCURRED =| 20. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Hour a. n. While Not stile foctory, streel, office bldg., etc. 
pom. Jat work [[} at wort ® 


that | attended the deceased from.§ -* a : a 19. that | last saw the deceased 
fe that death ocaurre a -¥M, from the causes and an the date stated abave. 


Then please remove carbon papers. 


the registrar priar to burial, cremation, or removal, and in any event within 72 hours ofter death. 


MEDICAL CERTIFICATION 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death. Page 4 
IR: After this certificate has been signed by the attending physician ond campletely filled in 


the hospital or attending physician. 


F=6 } ‘ADDRESS Stree, city or town, ste) DATE SIGNED 
oe: | A Uawwkek PTMEE REVS Hs 
; PaSICIAN's A’ man Ay } d. \ A +2 hia 


gOS Se a 


ee ene | yi Be Tisel PY Mc, NAl EO} Fcend ERY OR. CREMATORY 7d. LOCATION (City, town, or caunty) (Stote) 
c D 4 J - 
/q i ADOWDPAWCH {Fi WEST IT/NSTER D- 
t 


24a, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


7 Ovi 


page 3 should be detached far use os the burial-transit permit. 


od 


ge 4 


he funeral directar, 
™havid be filed with 


jays after death. Pa: 


* 


Pages 1 and 
ue 


Then please remave carban papers. 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 h 


by the haspital ar attending physician. 
ECTOR: After this certificate has been signed by the attending physician and campletely filled i 


pe: 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


page 3 shauld be detached for use as the burial-transit permit. 


TO HOSPIT, 
may be 
TO FUNERA! 


Tenors ve Aeon. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Ue 
9246 CERTIFICATE OF DEATH 


Reg. Dist. No. 
iG ate DEATH 2. bee dere 3 {Where deceased lived. If institution: Residence before admission) 
= a o. b. COUNTY : 
Carroll ‘oleh Maryland Balto,.City 
b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) ; 
kesville 6 a Baltimore : 
‘a. NAME OF HOSPITAL (If nat in hospital, give street oddress) ‘d. STREET ADDRESS ’e. IS RESIDENCE 
OR INSTITUTION 4 ON A FARM? 
Springfield State Hospital 1932 N. Pattersm Park Avenue Yes] NOD 
3. NAME OF First Middle Lost 4, DATE Month Day Yeor 
DECEASED 2 OF 
(ype or print Michael ZUEBERT DEATH September 2 19 56 
5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED Oo B. DATE OF BIRTH % eae IF UNDER ! YEAR] IF UNDER 24 HRS. 
5 oy! Months! Day H Min. 
Male White Unknown 8? yn. ea [ee | eae 
100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 


U i : Y- Unknown U.S.A. 
13. FATHER'S NAME 7 14. MOTHER'S MAIDEN NAME 
Unknown Unknown 


a4 


Nat i041 a Ut AL 
1S. WAS DECEASED EVER ly, |. S$. ARMED FORCES 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{Yes. po, oF unknown) WE Sel, give wor or daten of rerviee a . 
oO” Ne Springfield Hospital records. 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 


PART. DEATH MfolAte cause jo.___ Hypertensive arteriosclerotic cardiovascular dis 


INTERVAL BETWEEN 
aa DEATH 
earse 


YD? DUE TO 
Conditions, if ony, which w_Generalized arteriosclerosis. Years. 
gove rise to immediote 
cotise {o), stoting the under. (OVE TO 
lying couse lost. el 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10} | 19. fa wea 
Chronic Brain Syndrome associated with arteriosclerosiss ves) NOT. 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
OR CONTRIBUTING CD) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


—————————————— 
[20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Hame, form,  20f. (City or town) {County} (State) 
Hour 0. m. While Not white foctory, street, office bldg., etc.) } 
p.m. 19 [ot work [] ot work (J { 


21. | certify that | attended the deceased fram__Septenber he 56_, September 20 1956. that | lost saw the deceased 


OOP M, from the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


alive on_September 2! 


Namettres_/ Agustin delCampo, M.D. Sykesville, Maryland 
‘720. BURIAL, CREMMRTION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Zd. LOCATION (City, towry pr county} Store) 

EMOVAL (Specify) ¢ , 0 Ai 
Jr ani al\ BA iz A Set A ATLANTA yg ait 4 Qa 

, ° a 2da. REC'D BY REGISTRAR | 24b. REGISTR eas ee 

oateto nX9 wth x4 3 g 

Se ae Pail Oa Pat 

U/ 


